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Foreword 


India has-a rich, centuries-old heritage of medical and health 
sciences. The philosophy of Ayurveda as propounded by Charaka, 
and the surgical skills as enunciated by Sushruta, bear ample 
testimony to our ancient traditions as applied to scientific basis 
of health care of our people. The approach of the ancient health 
care system was of a holistic nature, which internalised all aspects 
of human health and disease, and where it was the whole human 
being, and not merely a disease entity, which provided the focal 
point of management. Similarly, Islamic medicine clearly defined 
the role of a physician; “The preservation of man’s life should 
embrace also the utmost regard to his dignity, feelings, tenderness 
and the privacy of his sentiments and body parts. A patient is 
entitled to full attention, care and feeling of security while with 
his doctor”. 


Indeed, in the traditional Indian systems of medicine, there 
are two terms used for health : ‘Swasthya’ and ‘Arogya’. 
While the latter signifies ‘diseaselessness’, and corresponds 
to the definition suggested by Bertrand Russel in his expression 
‘freedom from ill-health’, the preferred concept in Indian 
medicine is that of ‘Swasthya’ which is not a mere absence of 
diseases, but a positive attribute. The definition of health as 
propounded by the World Health Organisation is much closer 
to the concept of Swasthya in Indian medicine. 


Since the dawn of Independence, rapid strides have been made 
in effecting improvements in the quality and out-reach of health 
care services to the people. There have also been some spectacular 
successes such as eradication of small pox, control of plague, 
and a significant decline in morbidity and mortality on account 
of malaria, cholera and several other communicable diseases. The 
infant mortality rate has shown an impressive decline. Life 
expectancy has risen from a mere 32 years in 1947 to 58 years 
in 1990. A vast network of health infrastructure has been created. 
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However, in the backdrop of these impressive achievements 
also lurk some of the stark realities. The demographic and health 
profile of the country still constitutes a Cause of serious and urgent 
concern. Half of the total number of people afflicted with 
tuberculosis in the world and a majority of those with leprosy, 
live in India. More than 40,000 children in this country lose 
their eyesight every year because of vitamin A deficiency. There 
are a large number of districts in the rural areas of states like 
Orissa, Madhya Pradesh and Uttar Pradesh where IMR (infant 
mortality rate) even today is between 100 and 120, along with 
a high CMR (child mortality rate). Indeed, there are wide inter- 
regional and inter-state differences. 


Maternal mortality is still unacceptably high. About 120,000 
women die of maternity related causes every year in India. The 
enormity of this figure can be realised in the context of the fact 
that if India’s maternal mortality rate was on par with that of 
an industrialised western society, this figure would be only 2,400 
for the entire population. But if both the maternal mortality as 
well as the fertilty rate in the country were on par with that 
in the developed world, this figure would further come down 
to 600 maternal deaths annually. Therefore, although apparently, 
maternal mortality rate is about 50 times higher, the actual risk 
of an Indian woman dying from a pregnancy-related cause is 
more than 200 times higher. One can easily extrapolate this 
national average to imagine the condition of a rural woman where 
this may be 300 to 400 times higher as compared to her western 
counterpart. 


Therefore, the question arises: how effective and effficient 
is this vast health and family welfare infrastructure? And equally, 
if not more important, how best can we functionally optimise 
the health system? The Eighth Five Year Plan which has been 
launched on April 1, 1992 takes cognisance of these issues of 
major concern. In the Foreword to the Eighth Five Year Plan, 
the Prime Minister has emphasised that “human development”, 
in all its many facets, is the ultimate goal of the Eighth Plan”. 
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He has further elaborated that “it is towards fulfilling this goal 
that the Eighth Plan accords priority to the generation of adequate 
employment opportunities to achieve near-full employment by 
the turn of the century, building up of people’s institutions, 
control of population growth, universalisation of elementary 
education, eradication of illiteracy, provision of safe drinking 
water and primary health facilities to all, growth and 
diversification of agriculture to achieve self-sufficiency in 
foodgrains and generate surpluses for exports”. 


“Towards Health for the Under-privileged’ has been identified 
as the key strategy in the health sector, as enunciated in the 
directional paper to the Eighth Plan, and endorsed at the meeting 
of the National Development Council in December, 1991. To 
this end, the structural framework for the delivery of health care 
must undergo a meaningful reorientation so that the under- 
privileged themselves become the subject of the process and not 
merely its objects. This can only be done through community 
based systems, taking into account the ethos and culture of the 
communities. It is emphasised in the Eighth Plan that the 
traditional system of preventive medicine including meditation, 
yoga and other practices aimed at promotive health, may find 
a better acceptability amongst communitics, with distinct 
advantage of their cost-effectiveness. 


It has been further reiterated that mechanisms need to be 
developed to make the rural health services responsive to the 
needs of the rural masses and accountable to the community. 
It is envisaged that the Panchayati Raj system would become 
an effective instrument for eliciting community participation in 
the health programme and for providing supervision and support 
to primary health care infrastructure. 

The Eighth Plan document recognises that the quality of health 
care services is directly related to the content and type of 
education of the health professionals and their sense of 
commitment to respond with sensitivity to the needs of the 
people. Reorientation or retargeting of the process of education 
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for all categories of health professionals, is therefore considered 
éssential. Recognising the need of an appropriate mix of the 
health manpower to optimise the efficiency and effectiveness of 
health care system, the Eighth Five Year Plan sharply focuses 
on the expansion of education facilities for those categories of 
health care providers where the existing numbers and the annual 
turnout are far below the desired level. A major strategy shall 
be the incorporation of health related courses as a part of 
vocationalisation of secondary education. 


It is therefore with a great pleasure that I have gone through 
the contents of the present book edited and produced 
by Dr. N.W. Antia and Kavita Bhatia. Indeed, an enlightened 
reader of the book would immediately find major similarities 
not only regarding the analytical approaches but also with respect 
of possible remedial actions as indicated in the conceptual 
thought process which went into the formulation of the Eighth 
Five Year Plan, and the theses propounded in the pages to follow. 
This is as it should be, as over the years all of us have been 
enriched by a cross ‘fertilization of ideas. 


Dr. Antia has used his highly acclaimed professional skills 
as a Surgeon in the finer dissection of issues related to community 
pathology so as to arrive at an appropriate community diagnosis. 
Everyone may not agree with all the conclusions, nor do we 
have to subscribe to all the remedial measures. But none of us 
can afford not to be impressed by the patience and perseverence 
with which Dr. Antia has relentlessly pursued the goal of 
community health, nor the conviction with which he has argued 
the case to put the health of the people in their own hands. Indeed, 
that is where it belongs and must continue to remain so. 


an 


Le Le eee 


14.11.1992 Prof. J. S. BAJAJ 
Dr. FRCP, FAMS 
.Dr. h. c. (KorlinsKa) 
D. Sc. (honoris causa) 
Member : Planning Commission 
President : National Academy of Medical Sciences 
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Introduction 


At Independence the Nation was cofnmitted to provide health 
to all its people rather than it being restricted as in the past to 
a select few. India was fortunate at this period in having one 
of the most far-sighted documents in the Bhore Committee’s 
report, for implementing such a policy which was adopted by 
the founding fathers of our nation. In order to reach health care 
to a predominantly ‘ural population, the Primary Health Care 
concept was recommended where adequate preventive, 
promotive and curative health services would be made available 
within the 20,000 population covered by a Primary Health 
Centre. An important consideration was not only the emphasis 
on the preventive aspects but in the involvement of the people 
themselves in such a system designed for their welfare. 


The two weaknesses in this otherwise remarkable document, 
which can now be recognized as a result of four decades of 
hindsight, is that the entire responsibility for designing and 
implementing of this health service was placed on_ the 
Westernized allopathic medical profession and bureaucracy; also 
that the indigenous syStems did not get their due recognition. 
The result is that while the infrastructure and manpower as 
recommended by the Bhore Committee has to a great extent been 
implemented, it remains skewed in proportion, its nature and 
distribution and hence to a great extent is non-functional. The 
medical profession has not only ignored the most important 
aspects of this report for the outreach of services to the rural 
community, which still comprises 70% of our population, but 
has converted health into a business in curative medicine with 
the support of the pharmaceutical and instrumentation industry, 
most of which is concentrated in urban areas; a_ service 
which is more concerned with the pattern of diseases of 
the rich .rather than the far commoner communicable 
diseases of the poor who live in rural India and its urban 
slums; ‘diseases which are far more amenable to prevention, 
control and cure at far lower cost. 
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In the process the medical profession has culturally as well 
as socially distanced itself from the common people who, they 
feel, being poor and illiterate, are incapable of looking after their 
own health. This is the result of mystification of medicine which 
affects both the medical profession as well as the patient and 
the people at large. 


As a result of the urban bias even the 30% of the doctors 
as well as health expenditure that spills over to rural areas for 
the care of 70% of our population is of very poor quality. In 
the public sector the doctors have not only failed to provide 
leadership to the large team of paramedical and Community 
Health Workers at the Primary Health Centres (PHC)) but have 
also failed to interact with and involve the people. They have 
also demonstrated an alarming lack of accountability to those 
they are paid to serve. The attention of the PHC has also been 
diverted from the caring of people’s health to a futile exercise 
in Family Planning which has further alienated the PHC from 
the people without even achieving the Family Planning targets. 
This single minded techno-managerial approach without social 
and humanizing inputs has proved counter-productive. 


Due to continued over-production of doctors, the private 
sector has also overflowed into rural India as a result of saturation 
of the urban areas. This sector functions in a remarkably adhoc 
manner, without even the most elementary facilities for 
investigation or treatment and with profit as the prime motive. 
This has resulted in further diversion of the meagre income of 
the poor from food to doctors, medicines and injections and that 
too of the wrong type. Consequently both the medical profession 
as well as the public are now hooked on to a system which is 
the very antithesis of health. 


The first section of this book deals with the present crisis 
in health care, particularly in the rural sector. The first chapter 
provides the background to the evolution of the health services 
in India upto its present state. This is followed by chapters on 
the actual performance of the Primary Health Centre. As a result 
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of the lack of interest and failure of the medical profession the 
health bureaucracy has virtually appropriated its role in the 
operation of rural health services, and converted it into an 
administrative exercise. This is presented in the next chapter. The 
concluding chapter of this section analyses some of the major 
causes of the failure of the health sector with special reference 
to the public health system in both the rural and urban areas. 


Fortunately, in a large and varied country like India there 
are always examples, especially among the Non-Government 
Organizations (NGOs), that demonstrate alternative models for 
the outreach of effective health services to the rural population. 
Also how people can participate and even take charge of their 
own health services to a significant extent. Health for All need 
not be a mere slogan but can be achieved within what the 
government and the people are already spending on illness rather 
than on health care. Ten very striking examples of such 
alternative models in Section Two, reconfirm the ICSSR/ICMR 
report’s (‘Health for All: An Alternative Strategy’) conviction 
that about 95 to 98% of all preventive, promotive as well as 
curative health care can be undertaken within the 100,000 
population (taluka or block) level in a decentralized, people based 
health system. This section also presents an overview of the role 
of NGOs in health and analyses their experiences and lessons 
learnt thereof. 

Since decentralized health care cannot operate in isolation, 
this in effect means decentralization of all sectors of 
development, which is the essence of Panchayati Raj. In Section 
Three of the book, several distinguished authors have contributed 
towards the understanding of decentralization, in both its 
theoretical basis as well as in its functioning in two States where 
Panchayati Raj is at present operative, with special reference to 
health and health services. This section also presents Kerala's 
unique experiences in health care vis-a-vis decentralization which 
is not within Panchayati Raj, but which is nevertheless an 
excellent example of decentralized people based health care. The 
recent passage of the bill on Panchayati Raj in the Lok Sabha 
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and continued interest in promoting decentralized rural and even 
urban development is an opportune time for presenting an 
alternative model-based on the micro and macro experiences of 
the last two decades. 

In the final Section we have presented in some detail, a model 
for people based decentralized health care, called the Community 
Health Care System, based on Indian experiences. This is an 
extension of the model proposed by the ICSSR/ICMR 
Committee which has been accepted by and large in the health 
policy from tke Sixth Plan onwards and is reflected in the 
National Health Policy (1983). The reasons for the failure in its 
implementation and corrective measures are indicated. 


There is unfortunately a general misconception that health 
services of the nature proposed by the ICSSR/ICMR report are 
intended to provide a second rate service to the rural poor while 
a far superior ‘service is reserved for the urban rich through 
sophisticated hospitals. In fact this is highty fallacious because 
g!amorous, expensive curative technology is confused with good 
health and medical care. Appropriate health care is not only 
concerned with curative medicine but has a much broader and 
holistic perspective. It is hoped that this model which attempts 
to deal with such issues, will stimulate debate for developing 
alternative health system/s and encourage the government and 
NGOs to help evolve such people based health models in various 
parts of the country. We also hope that this will serve as a guide 
for evolving decentralized health services in Panchayati Raj. This 
model, with suitable modifications, is also applicable to the urban 
situation. 


A common criticism of NGO experiences is that they can 
only be operated on a small scale by dedicated individuals and 
workers. It is-our firm belief that health requires neither 
dedication nor charity— a common misconception. Health cannot 
be ‘delivered’ to the people. All these experiences only 
demonstrate that decentralized people based health care is 
desirable as well as feasible under the prevailing social and 
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economic conditions and in a democratic set-up. Country-wide 
implementation is the people's own function with the Health 
Services, NGOs and the medical profession providing the support 
they need. Not the reverse. Four decades of experience should 
be adequate to convince us that neither the Public nor Private 
health sectors can deliver health care even at great cost. It is 
time we consider a system based on the People's Sector which 
can achieve both outreach as well as accountability far more 
effectively and at much lower cost. This is because health, like 
education, lends itself best to people's small scale action which 
is in their own interest for their own problems. The attempt to _ 
appropriate people’s health has proved to be counter-productive. 


Through health, this book questions the entire mode of 
development adopted by the country. It is hoped that by focusing 
attention on decentralization in health, this will also stimulate 
similar thinking in other areas of development, particularly the 
social sector, which should essentially be the people's own 
domain. 
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SECTION ONE 


INDIAN HEALTH SECTOR: 
CURRENT SITUATION 


Development of the Public 
Health Services in India 


Kavita Bhatia 


Access of the rural population to the public health services 
has been a major issue in health policy since the country’s 
Independence. Successive Committees and Five Year Plans 
have recommended that the health infrastructure should not 
remain concentrated, but health centres be set up for easy 
accessibility in even remote rural areas. Much emphasis has been 
given to employing the services of non-medical, locally based 
health workers. Today the country has an extensive rural health 
infrastructure consisting of a community health worker and a dai; 
at 1000 level; a subcentre at 5000 level with male and female 
health workers; a Primary Health Centre at 30,000 or 20,000 for 
hilly or tribal areas, with 2-3 medical officers including the MO 
(Medical Officer) in-charge, MO for MCH/FW (Maternal and 
Child Health/Family Planning) and MO Ayurveda. At the 
100,000 level is a CHC (Community Health Centre) sometimes 
an upgraded mother PHC, also called a rural hospital, which is 
having 4 specialists, 4 general duty officers and supportive staff; 
adequate nursing, paramedical, technical and other facilities in 
a 30-bedded hospital expandable to 60 or 100-bedded hospital 
by an attached dharmashala. At the district level (1 to 3 million) 
is a Civil/General Hospital. (Refer Appendix | for current 
position and total requirement of rural health infrastructure). It 
is notable that such a provision for reaching out to the most 
remote areas, with a plethora of health programmes, does exist 
to a considerable extent in our exiSting rural health system. It 
- is no mean achievement for a developing country like India to 
have this extensive network of health centres and staff for which 
there has been allocation of resources backed by strong policy 
statements to meet the health needs of the rural population and 
especially for the under-privileged sections of our population. 
(Refer Appendix II for Plan outlays on health). To the extent 
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that the health services have not been confined to hospitals, but 
have extended to PHC’s and subcentres in rural areas, this 
infrastructure can be indeed considered an important measure to 
ensure accessibility. Yet, this strategy has had only partial 
success in reaching adequate health services, as is manifest from 
the prevailing health status of the country. 


The vast health infrastructure and staff has been only partially 
successful in meeting the urgent health needs of the population 
it was designed to serve. Success has mainly been in the field 
of disease control, with smallpox having been eliminated, and 
plague, cholera and related diseases under control. Immunization 
coverage has been fair. Crude death rate per thousand has been 
reduced trom 27.4 (1951) to 10.2 (1989) and life expectaficy at 
birth has increased from average 32 years (1951) to 54 years 
(1989). Yet infant mortality rate remains unacceptably high at 
91 (1989), as does the population growth, and preventable 
diseases like tuberculosis, leprosy, malaria and diarrhoeal 
diseases continue to take their toll. Almost half of the world’s 
TB patients live in India of whom 400,000 die annually. More 
than 40,000 children in India become blind each year due to lack 
of Vitamin A. Millions of persons suffer from leprosy. Even 
curative services, leave alone the preventive and promotive 
Services, are not easy to avail at village and block level, leading 
to overcrowding of district and city hospitals and proliferation 
of private practice. 


It is time to question why there has been only modest success 
in improving both the people's accessibility to public health 
services, and consequently the health status of the country, 
despite strong policy statements to the contrary. It is our 
contention that there has always been a vast gap between policy 
Statement as in the National Health Policy (1983) and actual 
commitment, a dichotomy between policy and implementation. 
The easiest way to show increase in accessibility has been 
adopted by increasing the infrastructure and staff, which has 
nevertheless failed to deliver the goods. Whether it is the strategy 
which is faulty, or its implementation, is the question. 
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Historically, the country’s awareness and stated commitment 
to public health issues has been strong. The archaeological 
findings in Mohen-jo-daro in Sind, Harappa and other sites show 
excellent drainage, sanitation and water supply systems, far 
Surpassing other ancient civilizations of the era. Much later the 
Mughal emperors sponsored health documentation, research and 
setting up of large urban based curative centres with free 
distribution of medicine. Practitioners of traditional systems of 
medicine enjoyed the patronage of the rulers and the elite 
members of society. 


Public health efforts of the British during colonial rule, 
initially, were mainly for its armed forces, but gradually extended 
to the Indian elite. Later efforts were in the containment of large 
scale epidemics. There was a steady increase in expenditure in 
public health, but the colonial era was marked by the dichotomy 
which continues to operate in the country’s health policy to date. 
The colonial style of policy making in health seems marked by 
acknowledging the existence of the gaps in coverage of health 
services, proclaiming responsibility for the same and 
recommending suitable action while simultaneously not 
providing resources for implementation. Such was the style of 
all colonial policy towards health, starting from the Royal 
Commission appointed in 1859 to enquire into the causes of the 
poor health conditions of the British India Army. On its 
recommendations in 1864, special commissions of public health 
were to be set up in three Presidencies to study health problems 
and initiate measures for improvement. The Commissioners 
unfortunately remained in headquarters and no significant 
improvement was initiated. In 1888, another Commission was 
set up which commented upon the poor public health conditions 
in villages. The Montague-Chelmsford Reforms of 1919 
provided for popular ministries in the Provinces to administer 
their own programmes of public health and sanitation, which was 
merely a technical change since the respective ministries were 
too poorly funded. In 1933, decentralization gave even greater 
authority to the responsible ministries, but only in letter because 
it was also not backed by adequate funding. 
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This trend was unfortunately perpetuated even in free India. 
The pre-Independence period, the years 1920-47, were an 
important period in the history of the country’s health policy. 
The leaders of India’s anti-colonial struggle showed awareness 
of the social aspects of health and health services. The period 
from 1920 to 1947 marked the passing of some significant 
resolutions to revive the traditional systems which had lost their 
prominent position under the succession of foreign rulers. It was 
resolved to popularize education of Ayurveda and Unani, to 
absorb the practitioners of these systems into public health 
services and to make financial provisions for the same. Such was 
the tone of resolutions passed by the Indian National Congress 
in 1920, the National Planning Committee in 1938 and the Health 
Ministers’ Conference in 1946. Yet the traditional systems never 
did reattain their former status and it was the Western system 
of medicine and Western models of health care which got the 
lion’s share in the public health system of Independent India. 


In 1940, the resolution adopted by the National Planning 
Committee based on the Sokhey Committee’s recommendations 
recommended integration of preventive and curative functions 
and the training of a large number of health workers. The Health 
Survey and Development Committee, popularly known as the 
Bhore Committee, formulated a singularly far-sighted, 
comprehensive national plan for health with a bias towards the 
rural population, which meant 92% of the country’s population 
at that time. The national health services recommended by the 
Bhore Committee were to be an integral part of an overall 
programme of reconstruction including housing, sanitation, 
drinking water supply, environmental hygiene and economic and 
infrastructural development, which, the Committee said, were all 
facets of the same problem. The report called for basic changes 
in the orientation of allopathic doctors. In future the doctor must 
be a “social physician”, asserted the report. One of the most 
important principles cited was of ccmmunity involvement and 
health education. A citizens’ committee of 5-7 voluntary workers 
was to be set up in each village and each member to be trained 
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in health activities, the forerunner of the later Chinese scheme 
of the barefoot doctor. This report, which could have become 
the blueprint for the development of health services in India, was 
accepted by the first and second Health Ministers’ Conference 
after Independence but they maintained that the lack of financial, 
infrastructural and organizational resources would be the major 
obstacle to implement this plan. The First Five Year Plan also 
maintained a similar stand and subsequent Five Year Plans even 
Stopped mentioning the Bhore Committee Report. 


The First Five Year Plan, was notable for the launching of 
separate national level vertical programmes for control of 
communicable diseases in the colonial style, even as the first 
of Primary Health Centres was opened. 725 PHCs had been 
established by the end of the Plan period. During this period, 
India also launched the world’s first Family Planning Programme 
through the Government. Thus, the two major programmes, viz. 
Communicable Disease and Family Planning, were centralized, 
even as the training of paramedics to function as village workers 
could not take off due to poor funding. On the other hand, a 
major part of the outlay of the Second Plan was for the 
completion of the newly set up All India Institute of Medical 
Sciences and schemes for upgrading medical education and 
research. 


By the early sixties, health policy had recognized the shortage 
of health personnel, the inadequate training facilities and the 
inability to attract doctors to rural areas. The Report of the Health 
Survey and Planning Committee, 1961, known as the Mudaliar 
Committee, made observations on the health services which are 
still valid three decades later. It admitted that basic health 
facilities had not reached at least half the nation and there was 
- gross maldistribution of hospitals and beds in favour of urban 
areas. The other important assertion of the Committee having 
the same urgency to date, was the poor functioning, lack of 
formal system of referral and gross under-staffing of the PHCs 
due to insufficient resources. It also noted that many PHCs had 
no doctors because doctors were not willing to live in rural areas, 
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for which, apart from the poor conditions, it held the medical 
education responsible. Yet, instead of recommending any 
restructuring of medical education, it recommended further 
financial support for medical education. The Third Five Year 
Plan also took a similar stand, and recommended incentives to 
lure doctors to rural areas, and a high priority to post-graduate 
education. Although the preceding years had confirmed the 
failure of the rural infrastructure and even though the reasons 
for this failure were identified, concrete steps were not taken to 
rectify the situation. While lip service was paid to training and 
improving service conditions of local paramedical staff, the 
financial and infrastructural support was for medical education. 
A huge infrastructure was constructed but remained largely 
dysfunctional, while the major health programmes were still 
centrally governed. 


It was as if the commitment of the public health services 
towards decentralization was complete by simply establishing the 
rural health centres while the real business of the health system, 
went on outside it. In this period, there was also emphasis on 
infrastructural and economic development and provision of 
drinking water, nutrition and sanitation. The Water Supply and 
Sanitation Committee, known as the Simon Committee, 
recommended that drinking water be supplied to all villages by 
the end of the Third Plan. Earlier, The Environmental Hygiene 
Committee (1949) discussed problems of housing, sanitation, 
prevention of river and beach pollution, etc. Major 
recommendations included “laying down standards of healthful 
living” and provision of potable water to cover 90% of population 
in 40 years. The Mudaliar Committee also stressed a provision 
of water supply. It is evident that these recommendations 
remained on paper since the National Health Policy in 1983 noted 
that only 31% of rural population had access to water supply 
and only 0.5% enjoyed basic sanitation. And yet the health policy 
continued to state its commitment to health care, particularly the 
rural citizens, in no uncertain terms. Policy statements 
acknowledged the deprivation of health services among the rural 
population, the maldistribution in favour of urban and the poor 
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resource and financial base of rural infrastructure. Policy also 
correctly identified the steps needed to overcome the lacunae, 
but actual implementation right from resource allotment, went 
in the old direction which had been admitted to be a failure, 
by the same policy statements. 


The two decades covered in the Fourth to Seventh Plan 
Period, bringing us to 1990, have been characterized by an 
increase in expenditure, infrastructure ind a plethora of health 
programmes aimed at the rural population. There have also been 
efforts to further involve village health workers towards 
improving the reach of the rural public health services. The 
Fourth Five Year Plan acknowledged the need to strengthen the 
rural health infrastructure and gave a separate allocation for PHCs 
for the first time. Similarly large allocations were made for 
increased training facilities, not only for doctors but now also 
for nurses and Auxiliary Nurse Midwives. The rural health 
services in this period were characterized by expansion of 
infrastructure and staff, without providing for their effective 
utilization, even as the reasons for under-utilization of PHCs 
were identified by a Consultative Committee in 1973-74 as, the 
barriers between doctors and patients and the rest of the PHC 
staff; lack of referral, lack of drugs, diagnostic and laboratory 
facilities. No steps were planned to fulfil these basic requirements 
while the Fourth Plan also declared its intention to provide 
specialist services at PHCs. The central question of the relevance 
of medical education was not even mentioned, as the difficulties 
of getting doctors to join the rural health services, mentioned 
‘in policy since the First Plan, were still sought to be overcome 
by increased facilities and increased production of doctors, with 
the hope that some would spill over to the rural areas and their 
PHCs. The gap between intentions and actions is evident from 
the fact that there was Rs. 100 crore shortfall in the expenditure 
required to strengthen the rural health infrastructure. Meanwhile, 
for the first time, Family Planning was allotted 42% of the health 
outlay - a case of classic dichotomy between stated policy and 
actual intention and implementation. 


The Fifth Plan targeted the opening of additional PHCs, 
subcentres and rural hospitals and recruitment of paramedical 
staff through the Multi-Purpose Workers’ Scheme, where all the 
paramedical personnel of various disease contro] programmes 
were sought to be retrained into a single cadre and various 
vertical programmes integrated with all health programmes 
offered at the village level. A Minimum Needs Programme 
(MNP) which was allotted 291 crores, against the proposed 300 
crores, sought to increase accessibility of health services through 
a package of integrated programmes including primary education, 
drinking water, health infrastructure, roads and electricity, home 
sites for rural landless and slum improvement. Meanwhile, 
ironically, the real priority of health services remained elsewhere 
as Family Planning received about 50% of the total health outlay 
in the Fifth Plan. 


In 1975, the Study Group on Medical Education and Support 
Manpower, known as the Shrivastava Committee, recommended 
the CHW Scheme (Community Health Worker Scheme). The 
CHW was planned to be a part-time health worker, selected 
by and to work for the health of her own community to provide 
preventive, promotive, family planning and basic curative 
services and to act as a link between the Multi-Purpose Worker 
at the subcentre and the community. It is notable that the 
Shrivastava Committee felt that day to day common health 
problems which could be handled by the CHW comprised 80% 
of all illness. It also laid down principles like removal of poverty, 
which were overlooked. The CHW Scheme was launched in 
1977, when the new Janata Party Government was in power. The 
CHW was called the Community Health Volunteer (CHV) later 
renamed the Health Guide. In contradiction to the Shrivastava 
Committee recommendations, she no longer remained a part of 
the community, but was co-opted into the lowest rung of the 
medical hierarchy to be supervised by the Multi-Purpose Worker. 
Subsequently, a lack of commitment and proper understanding 
of the potential of the village health worker, resulted in the failure 
of this scheme to the extent of it being completely scrapped in 


some States, when the 100% central support for the scheme was 
withdrawn. 


The CHV/HG was functioning at the 1000 population level, 
along with another functionary, the local dai. Traditionally local 
midwives or dais have been carrying out most of the deliveries 
in the rural areas. These dais were trained in the dais (called 
Traditional Birth Attendants) training programme, which aimed 
at utilization of these traditional birth attendants to counter poor 
utilization of PHC services and high infant and maternal 
mortality rate. This daz training scheme was essentially just a 
rerun of earlier schemes in the 19S0s, which were allowed to 
lapse. Since the dai is not a paid worker of the health system, 
she has retained some degree of autonomy, however, she may 
no longer command the old faith from her community because 
she is perceived as being associated with the formal health 
system. She may also stand to lose materially, as she is seen 
by the community to be a paid worker of the health system, hence 
not given her traditional token gift or payment on completing 
a delivery successfully, but only compensated by the health 
system if she refers women for antenatal registration. 


The health recommendations of the MNP and the Shrivastava 
Committee, like the earlier Bhore Committee and other 
recommendations, were appropriate and timely. However, while 
professing to agree with the recommendations, the policy makers 
took the recommendations by the letter and not by the spirit. 
They sought to incorporate only portions most convenient, pulled 
out of the context of the package of recommendations set within 
a certain perspective. The failure of the rural services as manifest 
in the paucity of manpower, supplies, drugs, transport and 
communication facilities; the delay in establishing a referral 
system; and the continued irrelevance of medical education, were 
due to the partial adoption of recommendations which were 
designed to be comprehensive. Following the Sixth Five Year 
Plan, there was a further expansion of rural infrastructure and 
village level health worker. Two events which could have 
influenced the formulation of the health strategies in this plan, 
were the Alma Ata declaration of Health for All in 1978 and 
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the release of the ICMR/ICSSR Study Group’s Report called 
“Health for All: An Alternative Strategy” (1980). Changes in the 
health infrastructure were just one aspect of the report which 
incorporated integrated development, including poverty 
eradication. This was unfortunately the only aspect reflected in 
the subsequent health policy, which was also not implemented 
as per recommendations of the report. The report emphasized 
the development of a community based integrated health system 
with a built-in graded referral system for provision of health 
services to rural areas, so that alinost all the health needs of 
100,000 population would be met within the health system at 
that level, leaving very few cases for referral at the district and 
super-speciality level. The Sixth and Seventh Five Year Plans 
were heavily influenced by it. The infrastructure recommended 
by the report was similar to the set-up today except that PHCs 
were not included, a fault as noted by hindsight. When the Sixth 
Plan took up these recommendations while retaining PHCs, the 
result was an increased financial input towards further expansion 
of infrastructure (Refer Appendix II). Yet most of the 
infrastructure remains under-utilized so as to make the evaluation 
of the Mudaliar Committee of the sixties relevant even to date. 
This is because the implementation was a travesty of the stated 
policy. To illustrate, the Community Health Centre was 
introduced in the health infrastructure, in keeping with the ICMR/ 
ICSSR Report. The CHC was recommended to be the apex body 
of an inter-related, graded health care system, dealing with not 
only the curative needs but all the preventive and promotive 
functions so that the entire rural infrastructure would take care 
of about 98% of all health needs of the 100,000 population under 
the CHC, subcentres and staff. Today the CHC, also known as 
the Rural Hospital, remains a non-functional mini district 
hospital, short of staff and infrastructure, like the PHCs. 
Expansion of the number of CHCs has lagged behind. Thus there 
was little possibility of increasing accessibility when there was 
only physical expansion while all other functioning went in a 
totally different direction from the one envisaged while designing 
the infrastructure. 
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The Seventh Pian also is old wine in a new bottle, but goes 
one step further in that it gives special priority to new medical 
technology. It is ironic that the preceding Sixth Plan had 
committed to no further linear expansion of curative facilities 
in urban areas. The Eighth Plan has emphasised a commitment 
to provide adequate health services and essential services like 
drinking water within easy reach of the rural people. In the wake 
of the Panchayati Raj Bill, it also commits to decentralisation. 


Thus from Bhore Committee to the Eighth Plan, the pattern 
is the same — a strongly stated commitment to accessibility of 
the majority of the people to adequate health and related services. 
Yet estimates show only 20% to 30% of population coverage 
through the public health services. It must be remembered that 
today the private sector provides for a large portion of the medical 
services. Lack of resources required for the complete coverage 
of health needs by public sector is only half the story. It has 
been proved, both within the country by various NGO 
experiences, by the experience of Kerala, and by international 
experiences such as China that good health care at low cost is 
possible. 


The cost of appropriate health care is certainly affordable even 
by a developing country like India. It calls for redistribution of 
available resources and re-arrangement of priorities in 
expenditure. Simple, cheap and effective technology is available 
for prevention, cure and control of most of the killing and 
maiming diseases of our people which are communicable in 
nature. We have with us a traditional policy commitment towards 
the health of the population, particularly the rural. We also have 
vast infrastructure and staff in at least some of the states. It is 
a sobering thought that millions of preventable deaths and 
incalculable human suffering continue to occur due to avoidable 
health problems, while the debate on the ideological 
considerations which have brought us to this pass rages on. It 
is not enough to leave matters here. The need of the hour is 
to demonstrate forcefully and disseminate information 
continuously that appropriate health care is accessible only with 
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decentralization of health care. This message has to reach the 
people and the policy makers alike, with an underlying faith in 
the capacity of the people to demand and control such 
decentralized health care, if found effective by them. Such a 
demand can come only when there is first knowledge, backed 
by widespread demonstration of the effectivity of the 
decentralization strategy. Accessibility to appropriate health care 
is possible only when it includes not just physical access to health 
centres and personnel (although this is important) but also access 
to knowledge of health and control over the formulation and 
implementation of health programmes according to local 
requirements. There must be much higher emphasis on, and 
similar knowledge and control in, health related sectors like water 
supply, sanitation and literacy at the very least, to begin with, 
ultimately touching all aspects of development including the 
political and the economic. 


Without popular involvement in formulating health goals, 
prioritisation of health goals will continue as per vested interests, 
not based on the actual health problems and needs. Such a false 
prioritisation will always fail to deliver, no matter what the 
pressure to make health programmes successful. The first step 
towards decentralization has been taken with the creation of the 
rural infrastructure. If it has failed to meet the health needs of 
the people, it is not because the strategy was wrong, but because 
it was incomplete. Commitment to rural health does not end with 
the creation of infrastructure but should begin from there. 


Note: This chapter has been drawn from a forthcoming book 
by the author entitled, “The Development of Public Health 
Services in India”. 
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Appendix | 
Statement Showing Physical Targets and Achievements under 
Rural Health Programme during Seventh Plan 1985-90 


Sl. Item/Programme Unit Total Target set 
No. requirement for 1985-90 
1 2 3 4 5 
. Health Guide Nos. 4,50,000 1,00,000 
2. Sub-Centres Nos. 1,37,000 54,000 
3. Primary Health 
Centres/SHCs Nos. 23,000 12,000 
4. Community Health 
Centre Nos. 5,417 1,553 
5. Training of Female ° 
MPWs Nos. 1,30,000 60,000 
6. Training of Male 
MPWs Nos. 1,30,000 60,000 
7. Employment of 
Male MPWs Nos. 1,30,000 50,000 
8. Training and Nos. 21,500 6,500 


Employment of 
Female Health 
Assistants 
9. Training and Nos. 21,500 6,500 
Employment of 
Male Health Assistants 


10. Construction Numbers Centres Construction Percentage 
Work likely by having works pro- = in own 
1989-90 building jected in building 
of their Seventh by end of 
own by =‘ Plan Seventh 
1.4.85 Plan 
(a) Sub-Centres 1,37,000 33,475 23,837 40 
(b) PHC/SHCs 23,000 8,578 10,057 80 
(c) Community 
Health Centres 2,202 547 1,539 90 


Source: Seventh Five Year Plan, 1985-90, Vol. II, Planning 
Commission. 


13 


Appendix I] 

Pattern of Investment of Health, Family Welfare and 
Water Supply, etc. (Plan Outlay) in Different Plan 
Periods in Public Sector 
(Centre, States and Union Territories) 

(Rs. in crores) 


No. Investment Welfare Supply 
Outlay (all & San- 
heads of itation 
develop- 
ement) 

1 2 3 4 5 6 7 

1. First Plan 1,960.0 652 0.1 65.3 11.0 

(1951-56) actuals (100) (3.3) (-) (3.3) (0.56) 

2. Second Plan 4,672,0 140.8 5.0 145.8 74.0 

(1956-61) actuals (100) (3.0) (0.1) (3.1) (1.58) 
3. Third Plan 8,576.5 228.9 27.0 252.9 105.7 
(1961-66) (100) (2.6) (0.3) (2.9) (1.2) 
4. Annual Plan 6,626.4 140.2 82.9 223.1 102.7 
(1966-69) actuals (100) (2.1) (1.3) (3.4) (1.6) 
5. Fourth Plan 15,778.5 336.5 258.8 621.3 458.9 
(1969-74) (100) (2.1) (1.8) (3.9) (2.9) 
6. Fifth Plan 39,426.2 760.8 497.4 1,258.2 1,091.6 
(1974-79) (100) (1.2) (1.3) (3.2) (8) 
7. Total Sixth 1,09,645.8 2,015.5 1,429.2 3,444.7 3,977.7 
Plan (100) (1.8) (1.3) (3.1) (3.6) 


8. Seventh Plan 1,80,000.8 3,392.9 3,256.3 6,649.2 6.5225 
(1985-90) Outlay (100) (1.9) (1.8) (3.7) (3.6) 
cS en 
Note: Figures in brackets indicate percentage to total (Col.3) 

R.E.:Revised Estimate. 


Source: Economic Survey 1987-88 and Planning Commission 
and Ministry of Health and Family Welfare. 
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Health Delivery at the 
Village Level 


Manisha Gupte 


Perceptions are determined by the social and economic reality 
of a person’s life and it is quite possible for two persons from 
varied backgrounds to perceive an identical situtation quite 
differently. People’s perception of illness therefore is not 
objectively uniform but is based on their short and long term 
experiences. 


The concept of illness varies from community to community. 
Our society, particularly the poor, generally see people as fit 
or healthy so long as they are “productive”. In this light it is 
not surprising if a Community perceives someone as ill only when 
she or he stops being economically productive. In a woman’s 
case the ability to perform unpaid domestic labour (called 
housework), child bearing and child rearing are the main criteria 
for measuring “productivity”. A lapse in any of these functions 
is viewed with concern and temporarily the family participates 
in remedying the malady. However if an illness is chronic and 
does not allow the patient to be productive over a long period, 
the family withdraws support and the status of the patient is 
considerably lowered within the family. We have even seen a 
mother grudge the small meals which an_ incapacitated 
TB patient (her own grown up son) had to be given. In the 
meagre resources that the family possesses it is quite difficult 
to feed a “useless” mouth. Thus women as a group start in 
a disadvantaged position, since they often suffer more from 
chronic illnesses like backache, white discharge, depression and 
weakness. If a woman is childless or infertile, her position is 
already low and this further reduces her bargaining power for 
good quality health care. 


A community may ‘Well not afford the luxury to perceive 
chronic diseases related to poverty and drudgery as “illness”. 
It is painful to realize that these illnesses are all “untreatable” 
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and so perhaps, in the long term experiences and psyche of the 
community, these illnesses lose their “reportability”. That is 
why people forget to mention their illness, a lapse which outsiders 
find surprising and which they think is a sign of low awareness. 


Similar is the experience with women whose children die. 
Since mothers cannot do anything about children dying, then 
for the sake of mental sanity the best defence is to “forget” that 
the child died. Thus we do find to our utter frustration, that 
women sometimes fail to report the death of their own children, 
especially those which died very young. 


It is not then surprising that people have to seek answers 
from supernatural sources to questions that their reality cannot 
solve. It is in this context that one has to view people’s 
dependence on the occult. It is easy to be fatalistic when one's 
entire life cycle seems to be governed by the quirks of nature 
(delayed rainfall, drought, famine,) or perhaps the whims of 
unsatisfied and malevolent spirits. This belief adversely affects 
utilization of and people’s demand for decent health care 
facilities. In fact, the absence of good health care and allied 
facilities (such as assured water source and good nutrition) in 
the first place adversely affects people’s perception of illness. 


People’s Access to Health Care 


It is now generally accepted that rural people, especially the 
working class, have low access to health care, whether to private 
or public health care services. Even in crucial moments like 
medical and surgical emergencies, childbirth, threatened 
abortions, accidents and poisonous bites, it is not possible to 
reach the health centres in time. From our experience we have 
realized how useful our project jeep was to people. To this 
date, transporting a patient to a medical facility which is 10- 
12 kms away by bullock cart or on foot, on a home made Stretcher, 
is a common sight. 


The reasons for people’s low access to health care are 
numerous. To begin with the placement of Primary Health 
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Centres (PHC) is peculiar, to say the least. Through our 
observation of Primary Health Centres all over Maharashtra state, 
we consistently found that PHCs were placed at the extreme end 
of the taluka (tehsil). Instead of covering villages in a concentric 
fashion, the area covered by PHCs often resemble a cone or a 
funnel. People, of course, do not know (nor are they ever 
consulted about) these administrative distributions and with 
common sense logic, they go to the nearest PHC, often crossing 
borders of talukas as well. This should not actually make any 
difference to the provision of health care services. Yet the health 
workers harbour a pronounced bias towards Family Planning (FP) 
services and they tend to favour “potential cases of FP”. Those 
patients outside their jurisdiction are not viewed as important. 
At the other end, seeing wholly unknown faces at a “foreign 
PHC” does not help to boost the patient’s low self-confidence. 
Furthermore, their “own” health workers get worried wheu the 
patients are caught between the proverbial devil and the deep 
blue sea; seeking medical aid from a nearby private practitioner 
seems to be the easiest (and most expensive) option. 


Another major impediment to receiving health care in the 
PHC is the latter’s over-emphasis on family planning services. 
The issue of targets has completely distorted the entire delivery 
of health care services in rural areas. Women, especially in the 
crucial period of pregnancy, will avoid health workers because 
of the insistent pressure from the latter regarding contraception. 
Health workers are encouraged by their superiors (and this chain 
goes up right to the centre) to put FP as their first priority. We 
have been witness to numerous PHC staff meetings all over 
Maharashtra where doctors chide their staff inspite of 
commendable work in the area of immunization saying, “What's 
the use if your FP quota is incomplete ?” Health workers are 
taught at the one end, through this ridiculous pressure, to cook 
up FP figures and at the other end, they lose the trust and 
confidence of the common people because of their persistent 
nagging about FP. The end results are popr access to health 
care for most needy people and a population growth that eludes 
any “control”. 
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FP work is almost as glorified as a holy cow. To critique 
this issue is like resorting to anti-national activity. People are 
approached and motivated without any real understanding of their 
problems or needs. Whose priority is population control ? Is 
it as much the people’s priority as it is the “nation’s” ? 


Attitude of Health Workers towards the People 


The answerability of health services towards the people is 
almost absent at each level. Whether at the subcentre or at the 
PHC, health workers remain unaccountable to the community 
which they are supposed to serve. In fact, except for FP and 
immunization, there is a near complcte lack of referral services; 
so much so that in our area when people have to leave their 
own village for medical services, they directly bypass the PHC. 
On the other hand in the absence of the doctor residing in the 
PHC area, nurses and other junior level health workers often 
refuse to take in patients if they have had an accident or are 
grievously ill. Women who are expected to deliver after Out 
Patient Department timings are diagnosed as “difficult labour” 
and are asked to go elsewhere. Patients, being in pain, trauma 
and fear, are already in a disadvantaged position and can hardly 
question health workers as to whether their diagnosis in any of 
the above cases is judicious. 


When the health system is made to take cognisance of people’s 
moods, in the absence of a sustained and strong people’s pressure 
group, it reacts with typical arrogance. An episode that took 
place at a PHC in Maharashtra illustrates the fact that a sense 
of territorialism is quite pronounced among the health workers, 
especially at senior levels. When onc of the Community Health 
Guides (CHG), who is also a very active member of the local 
Jagrut Mahila Mandal (local women’s group) confronted the 
doctor about his molesting women patients, he categorically told 
her, “The PHC building is outside the control of the village. 
The Mahila Mandal has no business to question what happens 
inside these premises. We are answerable only to our superiors 
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and not to the villagers. However, do remember that it only 
takes my signature to dismiss all the CHGs in this area.” 


Lack of Accountability : Why ? 


An earlier doctor when questioned as to whether his 
inefficiency would lead to his transfer said, “Let them transfer 
me. This PHC has been remotely placed, so they will only get 
someone who is worse than me. Before | leave I will tell the 


next doctor not to work. How long will they keep 
transferring us ?” 


Even drivers of vehicles cannot be answerable to people as 
long as people do not raise an organized protest. In our PHC 
area the government vehicle did not work for over three years, 
yet the driver would boast openly to the people saying, “It takes 
an intelligent driver to see that the vehicle does not work. Nobody 
can touch me. I have spent my entire career in the health services 
and | will retire with full benefits next year”. 


Rich farmers and politically influential people are treated with 
courtesy in the PHC so they become allies and often, are also 
unbelieving when they hear about poor quality treatment meted 
out to other people. In an effort to please the powerful, they 
are over-drugged. The doctor also pays home visits to the 
immediate relatives of the powerful and invites the latter (and 
gets invited) to parties within and outside the village. In private 
practice the bond between the private practitioner and the rich 
exists quite strongly. It is the poor (who often manage to reach 
the private doctor after incurring heavy debt) who are not so 
loyal and they often change doctors depending on their own or 
their neighbour’s experiences. 


Lack of answerability of the people results in most of the 
PHC staff staying outside the PHC area. The only occupant 
in our PHC quarters for over one year was a compounder who 
was a local resident of the PHC village itself. The doctor and 
nurses travel to and fro (not everyday) and very rarely do the 
Auxilliary Nurse Midwives (ANMs) stay in the subcentre 
village. 
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Some well-meaning persons argue that poor people ignore 
government health services because the latter are offered free 
of charge. They propose a solution saying that if public health 
services were “sold”, then people would learn to value them, 
because they would have paid for the drugs. In reality, people 
have paid for health and other government services much in 
advance, as indirect taxes. So when people approach the PHC, 
they are only collecting their dues. Since the poor pay a much 
larger proportion of their income in indirect taxes, as compared 
to the rich, the poor have a pronounced right to get good quality 
medical care at all government health centres. Only because 
people are kept ignorant of this important fact do they allow 
themselves to stay untreated and humiliated. 


Alienation and a Feeling of Loss 


The PHC which is actually a people's building, stays an alien 
structure and most of the community (women, Dalits, poor 
Marathas) require mediators and touts to accompany them to this 
Structure. This fear persists inspite of the fact that for some 
PHCs, people have participated in building the physical structure 
of the building. For example, at one PHC in Maharashtra, when 
the Subsidized Medical Practitioner (SMP) unit was converted 
to a PHC in 1985, people donated stones from their fields, 
offered “shramdaan”, loaned their bullock carts and constructed 
the building with their own hands. Yet these same people cannot 
force the doctor to stay in the village, ensure good quality health 
services for all and feel alienated, even resentful, towards this 
Structure today. 


Inequalities and Priorities 


Of course everybody’s experiences regarding the PHC are 
not the same. The earlier doctor in one PHC was a Dalit 
(traditionally seen as a lower caste) and was “inefficient” 
according to many villagers. He was laughed at by the rich 
farmers for his lack of competence and because he socialized 
with the class IV employees of the PHC. He lived in the village, 
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would baby-sit his children and would spend his evenings sitting 
on the PHC verandah gossiping with his staff. He would send 
serious patients and women in complicated labour down the hills 
to the highway, because he was hesitant to deal with them. The 
people of the area, that is the poor, the Dalits and women felt 
reasonably comfortable with him. 


On the other hand the doctor who replaced this “incompetent” 
doctor is from the rich Maratha caste, is highly efficient, is 
sophisticated and keeps an impressive distance from his staff. 
Yet patients who are grievously ill and women in prolonged 
labour are still routinely sent down. In spite of the earlier 
mentioned cases of molesting women patients, this doctor, last 
year, received a Citation for excellent work, naturally meaning 
excellence in family planning. The rich sections like him and 
even envy his brashness, whereas the poor and the women stay 
unhappy with him. However, it is always the powerful section 
of the society that is more articulate and which controls the 
spoken and written word. As long as a person or programme 
fits within the mould of catering to the priorities of this section, 
there will be little resistance, sometimes even praise, for this 
programme or person. But if the programme satisfies the 
priorities of the oppressed sections in society, there is a chance 
that it may be thwarted and maligned. 


Is it possible that many government programmes, though 
lauded by the privileged section, do not make an impact on 
people’s lives because the priorities of the state and the people 
are different, sometimes in conflict with each other ? Would 
more women have utilized government health services if the latter 
paid more attention to women’s pertinent problems such as white 
discharge, backache, infertility, depression and the physical 
effects-of family violence and of rape ? Do few women attend 
PHC clinics because the government is obsessed with motivating 
them for family planning, sometimes ignoring the reality of their 
lives? 

On the other hand, one has to see the mad rush regarding 
FP to believe it. Vehicles are hired to bring potential cases to 
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the PHC. However no transport is made available to them after 
the surgery, to go home. Cases are “cultivated” throughout their 
pregnancies and health workers haggle, barter and cheat each 
other out on fulfilling targets. Health workers cajole people into 
accepting FP (and even throw packets of condoms and oral 
contraceptives over people’s closed doors); yet the same workers 
send back seriously ill patients when the latter come to the PHC 
secking medical care. Do the government programmes reflect 
the needs of the people ? Can people be blamed for their “non- 
co-operation” in such programmes ? 


There is often a marked relation between tubectomy and 
hysterectomy. Women normally complain of lower backache 
and irregular bleeding after tubectomy. Whether these problems 
are related to the hurried and callous surgeries performed on 
women in camps, is a matter of debate. What happens in reality 
is that private practitioners recommend hysterectomy ever too 
often and the family lands up paying on an average Rs. 5000 
to the doctor. To give a comparison, the average daily earnings 
of an individual are between Rs. 10 to Rs. 15 . 


In some situations the Medical Officer (MO) of the Primary 
Health Centre may also recommend such _ unnecessary 
hysterectomies to neighbouring private practitioners or to his own 
private practice in the Taluka or District Headquarters. Women 
thus are doubly victimized — as victims of the target based Family 
Planning Programme where the necessary operative and post- 
operative conditions may not be available, thus inducing post 
tubectomy sequelae; and then made to pay an exorbitant amount 
for hysterectomies. 


During the last quarter of the financial year, namely January 
to March, the activity around family planning reaches hysterical 
levels. Normally during monthly meetings in the PHC, around 
60-70% of the time is spent discussing family planning. By 
January the proportion reaches an alarming 80-90%. Pressures 
on health workers to complete targets sometimes doubles and 
those who default are humiliated. We have seen mectings where 
nurses have cried in public. Somehow the MO sees this as a 
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tribute to his iron-handed administration. The all out effort to 
convince the government about fulfilling targets are tragico- 
comic. When pressures on health workers and people do not 
yield the desired couple protection rate, some of the data are 
fabricated. Fictitious copper-T acceptors are created. On one 
occasion the fraud was unearthed when a district official found 
the list of pregnant women for ANC care to be identical to that 
of copper-T acceptors. 


In one interesting instance, we saw a barter of family planning 
records. Some of our friends from a PHC came to borrow around 
Rs. 500 from us, the amount being required to pay a neighbouring 
PHC for the FP cases. That PHC had overshot its targets and 
many of the people were from a neighbouring PHC area. These 
cases On record were now sought to be transferred to the original 
PHC records, with the latter PHC reimbursing the incentive 
money that had been paid by the efficient PHC to the acceptors. 
However, at the last minute the deal was cancelled because higher 
Officials intervened. According to our health workers, the 
objection raised by the officials was not against the barter itself, 
but it had objected to inter-talukas transfer of FP cases. It was 
unfair to help neighbouring fa/uka when some of their own PHCs 
had also not completed target quotas. 


Once, while speaking to a nurse, we discussed the prudence 
of creating fictitious data regarding copper-T acceptance. Would 
somebody not find out, was the question we asked. The nurse 
who was otherwise very hardworking and sensitive, explained 
to us how the system functioned. A young woman was 
approached, motivated for IUD acceptance but if she refused, 
the nurse was tempted to offer her an incentive money. ("I even 
give her a cup of tea at my own cost”, the nurse said) and then 
her name was entered on the list of acceptors. She was told 
to say that the copper-T fell out in the event of a 
surprise check-up. 


Women’s utilization of health services, both public and 
private, is quite low. We studied OPD utilization of the two 
neighbouring Primary Health Centres for three consecutive 
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months and found that between the age of 6-14 years, women 
are most neglected. In the reproductive age, when women out- 
numbered men in OPD attendance, the major utilization is for 
conditions and illnesses related to maternity, mainly deliveries 
and family planning. The study conducted by us in the same 
area in 1987, which comprised of 20% population coverage in 
two villages, found that men tend to use private practitioner 
services more than women do. - Women tend to use home 
remedies before they seek allopathic services. Thus as a whole 
women’s access to medical care is low, possibly because of the 
chronic nature of their illnesses. Not only are persistent bouts 
of backache, depression and leucorrhoea “incurable”, they are 
part of women’s psychology of shame, guilt and low self- 
perception. The expensive treatment or travelling to a far off 
PHC is a luxury they cannot afford. 


Inadequate sterilization of equipment during laparoscopy, 
especially in camps, is a major lapse that occurs in rural settings. 
The danger is of incomplete sterilization, especially of hepatitis 
and AIDS. 


A collection of water samples in the village by a researcher 
showed every drinking source of the village to be non-potable. 
During the past 5 years only on rare occasions have wells and 
water sources been disinfected, though it is the joint responsibility 
of the PHC and the Gram Panchayat to do so. 


During epidemics however, the attitude of the people changes 
and we have seen demands being created on the PHC to disinfect 
even the pots and pails of water in individual households. Women 
have thus used the TCL tablets in accurate proportion and 
somehow the household tolerated the strong odour. This 
tolerance does not last perennially, neither does the demand for 
purification of wells persist once the epidemic is over. Health 
workers who work with zeal and pressure during crisis also 
become complacent once the situation normalizes. 


Epidemics also bring their share of irrational practices. Large 
scale vaccination against cholera is seen even while the epidemic 
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of gastroenteritis rages on. Quacks arrive with all kinds of 
“cocktail” injection and sometimes even inject distilled water 
to cash in on the fear psychosis of the population. In one 
particular case I. V. drips were attached to branches of trees with 
patients lined up below and one patient was walking around 
holding the I. V. bottle in her own free hand. On such occasions 
the government doctor will also be tempted to divert patients 
to his own private practice, and we have seen the PHC charge 
money for intravenous drips to patients of diarrhoea and 
gastroenteritis. 


During our stay in the villages, innumerable women have 
confided in us about sexual disorders. If their descriptions are 
to be relied upon, it would indicate an alarmingly high incident 
of sexually transmitted diseases. The husbands, especially truck 
and jeep drivers, travel afar and sometimes bring back diseases 
to their wives. Women have to suffer the consequences in silence, 
more so because the family would doubt the women’s 
monogamity. Rarely, when they do visit a doctor, they are not 
necessarily cured because the husband is untreated or brings back 
a new infection. In the light of AIDS and also as pre-condition 
cervical cancer, this low utilization of medical care is a highly 
disturbing phenomena, not to mention the psychological and 
sociological consequences on the female patients. 


Community Participation in Health Services 


Community participation in its most glorified form often gets 
reduced to getting people to perform cheap and free labour, 
euphemistically called “Shramdaan”. Or it means that since 
people accept services they are participating in our activities. 
This cafeteria approach sees health care as a commodity rather 
than as an active choice that people make. People use NGO 
services not because they are the people’s representatives but 
because they offer cheap (or moderately priced), prompt and 
efficient services as compared to government services as well 
as private practitioners. Ironically, “fee for service” is als 
misunderstood to be a sign of community participation, where 
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participation is endorsed through the fact that people want to 
pay for what we are offering them. 

In the absence of a clear understanding of what we mean 
by community participation, it is quite impossible to imagine 
that the people can ever control the various services that are 
being offered to them. People have not decided that priorities 
of our programmes have not questioned our funding and 
budgeting, have not particigated in the appointment and dismissal 
of deviant staff (at all levels). In fact unless our programmes 
are decided by popular demand in the community, one cannot 
speak of community control. It will always be a case of us 
manipulating the community, albeit because of our naive belief 
that we are working in the best interests of the community. 


Manisha Gupte is a health activist. Trained as a 
microbiologist, she has lived within a rural community for over 
five years as a researcher with the Foundation for Research in 
Community Health. 
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Experiences of a 
Medical Officer in a 
Primary Health Centre 


Dr. Yeshwant P. Muley 


While doing post-graduation in Preventive and Social 
Medicine, one used to hear of the many adversities of a Primary 
Health Centre’s (PHC) Medical Officer (MO). The harassment 
for fulfillment of targets and the isolation faced in the rural 
Surroundings were commonly talked about. We heard stories 
about Medical Officers at PHCs managing the Out-Patient 
Department (OPD) with only chloroquine and aspirin. My 
immediate motivation to join as Medical Officer in a PHC was 
instilled by seniors in the field of community health. Presented 
below are some common field conditions encountered not only 
by myself but also other MOs working in PHCs. 


It is my observation that a few of us opted to become Medical 
Officers out of an idealistic urge to do something for the welfare 
of our people, especially the underserved in rural areas. During 
the '50’s and even early '60’s doctors may have even preferred 
a MO’s job to post-graduate seats, probably because of the power 
and glamour — the only government doctor in the Ta/uka who 
was sought after. The MO then may have worked with even 
more difficulties of resources and transport, but the deadly 
pressure of targets had not yet come to the PHC. A few old 
timers half jokingly refer to that period as the golden period 
for MOs. One can link the subsequent fall in popularity of MO 
postings to the targetization of the Family Planning and Health 
services. Today, a young MO would be probably looking upon 
his posting as a stop-gap arrangement before setting up private 
practice or before doing his post-graduation. The attraction for 
higher studies has increased over the years; probably it is directly 
proportionate to the lucrativeness of private practice. 
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The PHC Setting 

I was posted at a PHC situated in a village having around 
six thousand population, located about half a kilometer from the 
nearest bus stand. The PHC was located in a room next to the 
veterinary clinic. During the walk of two kilometers from the 
PHC to the primary school, I noticed a single room office of 
the Gram Panchayat. Many PHCs are not ideally placed - they 
are typically in the periphery of a village. Since a PHC is 
supposed to cover upto 30,000 population it may be at a distance 
of one to five kilometers from the villages in its jurisdiction. 
Some of the buildings of the subcentres under this PHC which 
were meant to cover upto 5,000 population, had not yet been 
constructed and immunizations and other activities were carried 
out at the residence of the Multi-Purpose Workers, or at the Gram 
Panchayat office. 1 found a ‘pucca’ concrete house with a latrine, 
on rent, intending to stay until my quarters were allotted. I stayed 
here for the duration of my posting. The MO’s quarters, whenever 
allotted, are generally adequate in space and comfort. 


The senior Medical Officer at my PHC had additional 
administrative charge of another PHC, and used to visit my PHC 
for about two hours daily. He allotted my duties - I was to 
attend OPD and tour/field visit on alternate days. Charge of 
administration, accounts and vehicle were with the senior MO 
while I had to deal with the stores. In my entire tenure, and 
after enquiring from many senior MOs, I was unable to get the 
job charts of senior and junior MOs in black and white and in 
detail. After filling and sending some eight odd copies of my 
Charge Transfer Certificates, under the guidance of the senior 
MO (who assured me that everything would be fine if I was 
alert to three things - Epidemics, Family Planning, especially 
tubectomies, and Post-mortems), I took charge of my first job 
as a PHC doctor. 


MO's Training 


Before taking up this post, my community health experience 
Was restricted to surveys for my dissertation, and some OPD 
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and school health work in a rural setting. The rest of my 
knowledge was theoretical. It is my firm opinion that medical 
education should be task-oriented rather than theoretically 
oriented. Much has been written about the urban and curative 
bias in the medical syllabus and the lack of integrated teaching 
and does not bear repetition here. One could say there is lack 
of prioritization in the syllabus. Even in curative care, a doctor 
will be more thorough in recognizing and treating cardiac failure 
but may not know the treatment of acute rheumatic fever. In 
a rural posting, an MO feels acutely his inadequacy of practice 
in simple tasks like giving an injection, I.V. fluids and 
resuscitation. Even relevant topics are taught in an academic 
manner and do not relate easily to field situations. A medical 
doctor has large gaps in his knowledge of epidemiology. 


The doctor’s unfamiliarity with rural life style and culture 
may create a distance between the Medical Officer and the people. 
It also increases his loneliness. My attempts to mingle with 
the people at cultural functions led to a great deal of 
embarrassment and awkwardness on either side initially, but a 
colleague in a similar situation took advantage of his knowledge 
of religious scriptures, to strike rapport at religious functions. 
If medical students. were exposed to rural areas during their 
training, it would enhance their capabilities as well as their 
motivation. 


The other major gap one feels is in the area of managerial 
training and administration. Hardly any management is taught 
at the MBBS level. Even post-graduate education in Preventive 
and Social Medicine did not give me any edge over other junior 
MOs. In internship, though there is an element of administration, 
the emphasis is mostly on curative care, whereas in a PHC, an 
MO handles a range of preventive and promotive functions, 
supervising a number of para-professional workers like Health 
Assistants (HA), Multi-Purpose Workers (MPW), Community 
Health Workers (CHWs) and Dais, besides drivers, helpers, etc. 
He also has to deal with his superiors - like the senior MO and 
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the District Health Officer. In the beginning it was like learning 
to swim with the help of a manual. 


If there was decentralized training provided by senior MOs 
in familiar PHC surroundings for MOs as well as health workers, 
it could be a much better learning experience and promote free 
discussion and problem solving. We underwent pre-placement 
training at the District Training Centre. This was a vital course 
to reorient or train MOs, but again was theoretical, ill-defined 
and not task-oriented. Lectures concerning the vehicle and 
accounting were didactic probably because high level officials 
were guest lecturers. They used audio-visual aids which showed 
an inappropriate foreign made vehicle which was discussed in 
great mechanical detail. Critical information on administrative 
procedures, medico-legal problems, etc. was not given, leading 
to difficulties in the field situation. Some information may have 
been important but we did not have a trained ear to catch it 
from the theoretical plethora. If print-outs were given during 
such training, they could be of more use as a reference. (The 
same is true of the training for para-professional health workers. 
For example, the diaries and calendars given by Maharashtra 
Directorate of Health Services given in the years 1989-90 were 
quite useful for health workers). The later re-orientation training 
for medical officers was more helpful; it was better organized 
and had lectures on topics like new management techniques which 
were well taken. One of the reasons for the usefulness of the 
re-orientation course was that this time it was also linked to daily 
experiences. During training, we visited a PHC and senior MOs 
gave on-the-spot training. Such stimulating experiences should 
be increased. 


Practical Difficulties in Preventive,.Promotive and 
Curative Functions 


Theoretically every PHC is supposed to have a master file 
recording all important events like epidemics since the inception 
of PHCs, but the MO learns more from word of mouth. The 
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superiors want figures and the people want curative care, its 
upgradation and expansion. An MO can feel the pressure from 
both ends. There may be a danger of the MO concentrating 
more on Curative care, perhaps to gain popularity and particularly 
if preventive, promotive functions pose problems. Areas are 
distributed between the two MOs of the PHC and one is supposed 
to look after all programmes in one’s areas. The vehicle is a 
chronic problem. 


To manage touring of staff and medical officer one has to 
adjust to a scanty budget and the idiosyncrasies of the driver. 
The roads may be bad. The Health Assistant (HA), who is 
supposed to follow the Advance Tour Programme, may not get 
a bicycle on hire and be reluctant to walk. A two-wheeler at 
a PHC for the Health Assistant as well as the Medical Officer 
can be much more effective. 


Communication systems are virtually non-existent thus 
rendering the PHC redundant in emergencies. Installation of 
telephones could bring about better usage of PHC services. A 
mobile maintenance van for the PHC vehicles in the district 
would also be very useful. When there are subcentre visits, they 
become basically a review of work done, or checking of records 
kept by the MPW. Besides the practical difficulties, the absence 
of knowledge and training prevents a better input by the MO 
during field visits. For example, MOs could be making home 
visits, seeing difficult cases, giving health education to people, 
or training the health workers during visits. They rarely do so, 
instead concentrating on checking procedures, which should be 
done during inspection verification only. 

As far as curative care is concerned, the demand and the need 
may be so much that the residents of the village where the PHC 
is located may actually resent the MO’s touring, as they get 
deprived of curative care on the tour days. If an MO is so inclined 
and the drug store is adequate, OPD attendance is quite high. 
In my OPD, although the initial attendance was not even of 10 
patients, it increased with efforts and we had an average of 100 
patients every OPD day, for all the three years. 
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Inadequate drugs supply is the bane of public curative 
services. In my experience, it was not shortage of supplies, but 
inappropriateness of the drugs which was the difficulty. The 
mix of the drugs which were sent was not proper. There were 
unnecessary drugs, even those to be used for advanced psychiatric 
care, banned drugs, too many tonics and vitamins, and 
combination drugs, although not encouraged for prescription were 
also sent. One does not know how far the indents which were 
sent by medical officers were taken into account, but there may 
have been a vicious circle — inappropriate indents may have been 
sent as they may be on basis of last year’s prescriptions, which 
were again dependant on inappropriate supplies. 


A PHC may run out of essential or commonly used drugs. 
The MO can send back unused drugs three months before the 
expiry date, but to get some drugs which he requires could 
become very difficult. Most MOs don’t even think in terms 
of asking for drugs, perhaps out of ignorance or fear of authority, 
but manage within existing stocks. 


Some Observations on Major National Health 
Programmes 


When a medical officer joins the health service he is supposed 
to take responsibility for all the health needs of the 30,000 
population under his PHC. But the performance of the MO is 
mainly evaluated by his ability to meet targets. Basic data about 
indicators like births and deaths, which could give a much better 
understanding than the elaborate MIS indicators, may not be 
recorded properly at the Gram Panchayat and the PHC. The MO 
does not get any feedback of how his PHC is placed in 
the overall context of the health services. One begins to take 
a fragmented view, and health programmes are reduced to 
figures. Achievement is measured by the equation: Health 
Programmes = Targets divided by number of workers. 


I would like to place a few observations on major 
programmes. 
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When the Family Planning Programme was renamed Family 
Welfare, was it accompanied by a positive change in the activities 
of the programme? In a PHC, although the maximum pressure 
is for the achievement of Family Planning targets, the insensitive 
manner in which the programme is administered and its narrow 
objectives are the greatest barriers to reaching targets. Family 
Planning is a very sensitive issue which is pushed at the people 
in a grossly insensitive manner. Do we have ANMs and CHWs 
who can competently give guidance to couples for spacing 
methods? Social pressures can ruin the life of infertile couples. 
Do we have a referral system for infertility ? Nowadays, there 
is more emphasis on MCH services, but this is restricted to reach 
immunization targets. Do we realize that prenatal and antenatal 
care are vital? Such services can help improve the people’s 
attitude and receptivity towards the Family Welfare Programme 
to a great extent. 


As far as the National Tuberculosis Programme is concerned, 
case detection of tuberculosis may not be adequate, leading to 
under-estimation of TB cases, since even MP Ws are not too well- 
trained to take sputum smears, leave alone CHWs. Again, smears 
have to be sent to the Rural Hospital or District TB Centre for 
analysis, leading to delays and a general unwillingness to detect 
cases. Why can local resources not be tapped for analysis of 
smears? The National Tuberculosis Programme has 
recommended. a treatment regime, but many MOs continue to 
follow other regimes. There is lack of health education, and 
follow-up in treatment. Some private practitioners are 
unscrupulous enough to not refer ignorant, poor, chronic TB 
patients for free treatment to PHCs. They retain these patients, 
who later drop out as they are unable to afford treatment. 


Regarding Malaria, the coverage of Malaria Control may have 
gone down after it was merged in the general health services, 
because some areas have only female MPWs, who do not visit 
distant areas for collecting smears, DDT spraying and other 
activities. 
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As far as Leprosy control is concerned, it may have suffered 
because it is not really integrated in the health services. Leprosy 
technicians function under their own hierarchy and their allotted 
area may cover parts of 3-4 separate PHC populations. The 
leprosy technician has to guide the Multi-Purpose Workers and 
Community Health Workers, but has a regular channel of contact 
with the MO at the PHC. He maintains separate records and 
separate drugs. He covers school health separately. If an MO 
needs to know the number of leprosy patients in his PHC 
population, he would have to contact 3-4 leprosy technicians all 
working in different parts of one PHC area. A PHC may not 
stock leprosy treatment drugs. The leprosy technician does school 
health for leprosy detection separately. He distributes drugs to 
patients outside of the PHC. Leprosy Workers get a separate 
allowance. This “special” treatment of leprosy, may be 
encouraging the traditional stigma of leprosy, even among the 
health workers. 


School health programme is an important component of 
primary health care. This is followed as a routine annual check- 
up of students, and filling of lengthy health cards irregularly 
supplied by the Zilla Parishad. The Health Assistants who do 
much of the work, can be much better trained for a more detailed 
check-up. The school teachers could be potential school health 
workers and could enable regular treatment, follow-up and health 
education among children. Tney could also be used for case 
detection. These simple measures can improve the quality of 
school health care immensely from the superficial, routine 
check-up ritual that the programme has become today. 


Mental Health is an aspect of primary health care which is 
almost ignored in an MO’s education and subsequent training. 
There should be extensive training and more material like the 
NIMHANS manual for mental health programme at PHC level, 
which should be freely available. Many of the curative cases 
which come to an MO are psychosomatic, and an MO may not 
be able to handle them. Mildly psychologically disturbed persons 
who may not need drug based psychiatric treatment can be very 
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well handled by a trained MO. Traditional avenues to deal with 
psychosomatic and psychiatric problems exist in rural culture, 
which should not be ignored; rather the MO could build upon 
traditional practices. Ina rural set up, the only resort is to Spiritual 
practices, which should not be totally rejected. 


Health education is another vital and neglected programme, 
restricted to some posters. The MO does not utilize Opportunities 
to creatively conduct health education, out of unfamiliarity with 
health education avenues and methods. This programme needs 
to be integrated and emphasized in each function of PHC. Health 
service and education should not be watertight compartments, 
as these sectors can be utilized together for héalth education and 
other services. 


Management Style 


The managerial powers in the health services are used as a 
punitive force to make subordinates work. The authoritarian style 
of functioning at meetings between the District Health Officer 
(DHO) and MO, and during field visits of the DHO, percolates 
down to the MO's dealings with cadres of health workers in turn. 
Pressure is kept up to meet targets, particularly Family Planning 
targets. Thus, the MO may suppress cases of malaria, for 
instance, instead of reporting them, because of the attitude of 
the DHO, which is supervisory and counter-questioning, not 
supportive. An MO will normally meet the DHO in monthly 
meetings which have a set agenda, or at infrequent visits of the 
DHO. The atmosphere is not conducive for interaction, and the 
meetings are to review the performance of the MO. The criteria 
of the review are achievement of targets, programme indicators, 
particularly Family Planning and immunization, and routine 
administration. The criteria for targets set for a particular area 
are not known, and at4imes, are not feasible to fulfil. The people 
as well as the PHC staff do realize the importance of achieving 
targets, but it would be easier to achieve targets if they were 
realistic, based on the demographic and morbidity profile of the 
population, not some figures inflicted from the top. 
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It is but natural that this management style is duplicated in 
the MO’s interaction with his subordinates. Workers are lashed 
verbally in front of all staff members. Sometimes, this is for 
show, and the MO may be counciliatory in private, after the 
meeting. This type of secret understanding exists commonly 
in the system. 


At the meeting of the MO with MPWs, the emphasis is on 
accountability, supervision, administrative matters and division 
of work. The MO may meet MPWs when they bring tubectomy 
cases, or when they come for information or supplies. The MO 
also meets the MP Ws and CHWs on his field visits, but all these 
meetings have administrative supervisory inputs from the MO 
to the health workers. A good opportunity for continuous training 
of workers by an MO and enhancing of the MO's familarity with 
the health problems of the population, is lost. One MO carried 
this authoritarian style to the extent of keeping a dossier on a 
worker’s performance, giving memos for non-performance and 
complaining to supervisors. For an MO, motivating and 
extracting work from the para-professional staff at the PHC, 
namely the HA, MPW and the CHW with whom he is less in 
contact becomes a problem. There is a qualitative deficit in the 
health workers’ inputs, rather than a quantitative onc. 


There is remarkably high incidence of alcoholism, family 
problems and apathy among health workers. Things like taking 
Support from higher authorities in the hierarchy to work less, 
falsification of reports and insubordination are not uncommon. 
Target pressures are responsible for much of the punitive style 
of management. How much the managerial incompetence of MOs 
contributes to this situation is difficult to assess. Are 
medical officers, as leaders, able to set an example for health 
workers? 


Administration 


As far as record keeping is concerned, there is confusion about 
the plethora of records and procedures. If there could be a single 
register, like the one already being used in the Integrated Child 
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Development Scheme (ICDS) new Anganwadi register, to be 
maintained by the MPW, it would save precious time, and perhaps 
appropriate and authentic information could be collected easily. 
Today, routinely, only the FP and immunization records are likely 
to be kept regularly. 


There is a lack of clarity in procedures and the MO has to 
depend upon, and may be exploited by, the concerned clerk or 
health assistant. Administrative procedures are also long drawn. 
For example, the procedure for submitting bills for dai’s payment 
is unclear. For years a person willing to join as a primary health 
worker may return disappointed because the process of 
recruitment is not known to the MO. Documents and bonds to 
be submitted before joining as an MPW are known to District 
authorities but not to the MO. Due to the District’s involvement 
in local affairs, and the MO’s distance from such PHC functions, 
he remains helpless and loses important links with the 
community. 


Interactions with PHC Staff 


As pointed out in the earlier sections, the authoritarian style 
of management is followed all through the health services 
hierarchy. There may be mutual distrust between the MO and 
the health workers. The HA can serve as a vital link between 
the MO and the other health workers, but by virtue of better 
familiarity with the PHC staff and the community, he may instead 
build his own centres of power. A senior HA may try to even 
bully a new MO. The HA is effectively the only paraprofessional 
health worker with whom the MO is in regular contact. 


Due to the mutual distance between these two functionaries, 
an opportunity is lost in providing the MO invaluable insights 
into the community and their health problems. The distance of 
the ANM and CHWs is even greater because of the number of 
hierarchial rungs between them and the MO, which is further 
enhanced because of the authoritarian supervisory style. Both 
these functionaries are unable to fulfil their potential— the ANM 
because of the burden of targets, and the CHW because she has 
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no independent identity. She is basically a beast of burden and 
an assistant for routine activities like making lists. Perhaps she 
is the most misused worker in the health hierarchy instead of 
the most valued member. 


One would like to comment on the length of posting of a 
health assistant and an ANM -— it should be neither too long 
for them to misuse their familiarity with the community, nor 
too short to prevent effective functioning. 


A fresh MO may find difficulty in adjusting and supervising 
the health workers who are settled earlier. The workers too are 
wary and try to judge the MO. Some MOs have found the 
situation tricky, with the workers trying to insult or fool them 
or to complain against them. 


It was observed that some health workers had enough contacts 
with higher-ups to ensure that they never got transferred from 
a posting of their choice. I found female workers more sincere 
and effective than male workers. When both husband and wife 
are health workers, they are most effective. 


Lack of free communication takes various forms — for 

example, recently, Multi-Drug Treatment for leprosy patients was 
introduced for MOs. Are the field workers aware of these 
developments ? If not, does it not demonstrate a certain contempt 
of their capabilitics ? In fact, I feel much of even the curative 
load can be taken over by senior, experienced and motivated 
health workers, leaving the MO free for other activities requiring 
his specialized abilities and knowledge. Here, an important 
question is, will the people allow this ? One of the ways is to 
take people into confidence, and discard this “secretive 
atmosphere’’, the roots of which are probably in the falsification 
of reports to mect targets. Displaying the drug stock and putting 
up notices about free curative services does certainly raise 
awareness. In my PHC, and others in the district, people’s 
awareness prevented the MO from indulging in private practice. 
One MO actually said he would prefer the uncertainty of being 
a private general practitioner rather than live under the constant 
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pressure of people’s complaints ! On the other hand, 
accountability to the people is a desirable concept, but may 
mean accountability to local leaders who may not represent 
the people. 


Relationship with People 


At the PHC, the local leader was known to take up the staff 
muster and register attendance of PHC staff. This is appreciable, 
except that it would be followed by a demand to send a worker 
to a particular area/person. Such pressures for PHC services 
(particularly in medico-legal cases) and for the PHC vehicle are 
not uncommon. It is fairly well-known that at times the local 
leader ensures that his relative or acquaintance is recruited as 
the health worker. It is my observation that such workers are 
the least motivated. It was interesting that people had their own 
conception of a village being good or bad for government 
servants, meaning local leaders are cooperative or uncooperative. 


In the village Health Committee - mandatory in Maharashtra 
- there is lack of clarity of the role of the Committee, and lack 
of interest, leading to poor attendance in meetings. Instead of 
the Panchayat Sarpanch, Gram Sevak, ctc., it would be better 
if local people who are interested in this work are made members 
of the Committee. Since the Committee does not seem to have 
a definite role or powers, it loses any impact. Here again, as 
in the case of the CHW, the concept is excellent, but has not 
flowered in action. 


Lack of Human Approach 


With the common person who comes for any PHC service, 
probably the curative services, an MO may adopt the “no touch” 
approach. One MO joked that he asks his patients to line up 
by symptoms and then routinely distributes doses or injections! 
The human element is totally missing in an MO’s interactions 
with people. There is no empathy between the healer and the 
patient, when it has been demonstrated through studies that 
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rapport is essential for fast recovery. Indeed, it was observed 
in my PHC that some patients could be relieved of their 
psychosomatic symptoms through sympathetic listening and 
placebo treatment. The attitude of the doctor strongly affects the 
utility of PHC services. People are using the PHC services, they 
do realize its importance. Much of the PHC usage depends on 
the MO’s sincerity, his rapport with people. Also crucial for 
people’s usage of PHC services is the drug situation. When too 
many of the drugs are to be bought from outside, people may 
opt to just go to the private practitioner. 


Conditions for Preference of PHC by People 


The important factors in people’s response to a PHC is the 
PHC doctor’s sincerity and approachability. If a doctor is felt 
to be responsive, people do use PHC services. The distance of 
the PHC from the residence and the number of medicines to 
be brought from outside, are the other two important decisive 
factors. 


Much of the people’s response and utilization of the PHC 
depends upon the MO’s relationship with people but when we 
Stress that the doctor should be human, then we must also create 
the right conditions for this. If the MO has to function in an 
environment which is distanced from not only the people but 
the very staff and their problems, he cannot be expected to be 
any different. 


Relationship of MO with Private Practitioners 


This could be of rivalry or of co-operation, depending on how 
much of a threat the PHC’s curative services offer to the practice 
of the private practitioners. If much of the curative load is 
transferred to a PHC, particularly on advent of a new MO, the 
private practitioners may react negatively, even influence public 
opinion or spread disinformation. On the other hand, private 
practitioners may refer cases for free treatment or even target 
fulfillment to PHCs, as well as share knowledge and information. 
The private practitioners can help the MO gain confidence of 
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the community. The MO could reciprocate by giving the 
immunization drugs on loan under a government scheme. There 
were two private practitioners (BAMS) in my village and I did 
Share a cordial and co-operative relationship with them. Some 
initiative from the side of the PHC staff could help in involving 
the co-operation of private practitioners. Difficulty may arise in 
the case of either practitioners who are settled in the village for 
long, and are influential members of the community, or in the 
case of quacks who may have gained the confidence of the 
community. 


PHC : A Punishment Posting ? 


The major sources of frustration for the MO in a PHC set- 
up could come from the unresponsive. and primitive style of 
management and due to the logistic difficulties. The MO may 
feel inadequate due to the severe lacunae in his education and 
even the subsequent MO training, and be unfamiliar with rural 
health needs. The feeling of being a cog in the wheel, a 
dehumanized part of the services, could be strong not only in 
the MO, but also in the other health workers. There is a feeling 
of mistrust and secrecy in the hierarchy. The target pressures, 
besides the entire orientation, encourage a lack of “humaneness” 
in dealing with people. The distance from the people is 
accentuated by the cultural and social differences, even when 
the MO hails from a rural background. Lack of intellectual 
companionship is severe, which could be overcome by rotating 
posting to district hospitals. The lack of communication facilities 
increases the feeling of loneliness, leading to palpable depression. 
One doctor, visiting PHCs as part of his training to take charge 
as MO, described a PHC as an “open jail”. Such feelings are 
also because of the academic isolation — there is a sore need 
for a serious newsletter or journal for PHC MOs to update their 
knowledge, on the lines of Arogya Patrika for health workers, 
which could also include an open column for questions. Excellent 
opportunities for relevant research are wasted in a PHC setting 
which simply does not allow for such activities. The salary of 
an MO, while adequate, does not compare with his classmate’s 
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earnings, who may have gone for private practice. An MO feels 
second best to his colleagues doing post-graduation or who have 
sel up a private practice. There are no promotional avenues/time 
scale promotions for MOs who have an MBBS, which may make 
them feel “trapped” in a PHC setting. Perhaps an MO is frustrated 
whereas any other professional may be less so, because in our 
society, doctors are looked upon as “cream of society”, or 
“achievers” right from their school days when they gain good 
marks and enter medical colleges. Such ingrained feelings, 
perhaps inflated, may get a harsh blow in the rural PHC, leading 
to dissatisfactions. 


My overall impression, and that of my many MO friends, 
is that the people do respond and appreciate an MO who puts 
in his best in the circumstances despite their misgivings of the 
public health services. What one misses the most when one leaves 
the posting is the human relations forged with the rural people. 
It is the health system which has missed the bus in reaching 
out to the people. 


Dr. Yeshwant P. Muley is a lecturer at the Department of PSM, 
Dr. V. M. Medical College, Solapur. He has worked as a Medical 
Officer at a PHC in Maharashtra. 
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Where Have We Failed 
An Administrator Analyses 


V. Srinivasan 


The context for this chapter is Maharashtra, although most of 
the remarks would probably apply to the rest of India in varying 
degrees. 


The situation : We have the basic infrastructure as contemplated 
in “Health For All by 2000 AD”. We are now ina position to make 
it deliver. 


The discussion below is under three headings : 
I. The managerial failure 
Il. The planning failure 


III. The social and political aspects 


The Managerial Failure 


Subject to certain reservations, the failure is largely a 
managerial failure, the failure to perceive the Public Health 
Departmentand the private sector as a total Health Delivery System 
(HDS) and to use these resources effectively. The failure is not 
technological. 


The problem is of periphery management, making the periphery 
deliver what is needed. Thus whatever the top manager of the HDS 
may decide “is good for the people” - getting immunized, or using 
condoms, or eating iodized salt - does not get translated into 
behaviour at the periphery, or efforts by the HDS to achieve that 
behaviour. The solutions to this are not easy, but are probably 
a mix of the T & V method used successfully in agriculture, the use 
of MIS system to support good management, especially corrective 
action in policy and centralized operations. and motivation and 
training. 
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Itis the other side of the same question that we have been unable 
to replicate small projects into a major expansion of the whole 
system. The failure consists in not finding and promoting 
independent units (as the dairy co-operatives) which together will 
constitute the HDS. 


Lack of Local Accountability 


Most of the solution lies in local accountability directly to the 
people served, eg. of a PHC to the Gram Panchayat or the 
Panchayat Samiti. Even where there is such accountability, the 
representatives of the people do not function for the people. They 
function for themselves, their family, their caste, their linguistic 
group, their regional group. 


It is excellent that Maharashtra has decentralized health care to 
the district level through Zilla Parishad and that there is therefore 
accountability of the local HDS to the local citizen. However, it is 
the periphery community which is in acute need of power and it has 
not been possible stiil to make the local PHC accountable at the 
Panchayat Samiti level. Even more important, such accountability 
should not be subverted by the HDS co-opting the members of the 
Panchayat Samiti. 


Ultimately, lasting improvement is not feasible unless members 
of the public are conscious of their rights and are not afraid to 
challenge those in power. 


Lack of Clarity among Managers 


There is lack of clarity of top and middle managers on their 
objectives and their systematic achievement. The fruitful work at 
_ top management is in three basic areas, corresponding to a focus on 
the short-term, the medium-term and the long-term. 


a) The first area focuses on using existing resources and in 
maximizing what is wanted from the system. This means 
identifying the quantitative indicators of programmes and 
getting more productivity under these; no time consuming 
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improvements, but to strengthen repairs and maintenance, 
focus staff on critical jobs, etc. 


b) Secondly, effecting additionalities to the system : 
i) buildings 
ii) equipment 
ill) personnel 
iv) supplies; 
essentially improvements not needing policy changes 
or changes in attitudes or the setting. 


c) Thirdly, a long term strategy effecting supporting policy 
changes. 


Aware of the severe consiraints imposed by the social and 
Cultural setting, we need a tenacious commitment to promoting 
innovations and improvements which involve the people, or 
the setting. (Of course, this can only be as part of a majorsocio- 
economic change.) For example, 


i) making health delivery system women-friendly and 
poor-friendly 


ii) making the HDS intolerant of sexual harassment of 
ANMs 


iii) mounting a special campaign for the status of the 
nursing profession 


iv) locating subcentres in Scheduled Caste mohallas. 


At every level, a top manager has to keep his focus balanced 
between the three, keeping maximum pressure on the first item 
because that is the utilization of existent assets and can produce 
instant results. But this understanding and its systematic 
implementation simply do not exist in the Government. Note that 
this description does not imply that the top manager is driving the 
whole effort; it implies a facilitator’s role, one of removing gaps and 
road blocks. The key is whether top management, for reviewing 
the overall performance of the system (or its parts), is constantly 
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asking the regional functional managers, “what can! do to help you 
use the system assets fully ? What are your problems and how can 
I solve them ?” 

Although there is a great deal of discussion nowadays on the 
MIS system in the health sector, this discussion has three primary 
flows : (a) The flow that views the quantitative indicators as ends 
in themselves. Actually, good management depends on use of the 
MIS to analyze and initiate corrective action and to provide useful 
feedback to the periphery (b) The lack of a sampling check on all 
major results to prevent reporting frauds. (c) Alternatively, all 
numbers are dismissed as target-oriented, without realizing that the 
mistake is to pursue numbers at the expense of quality. 


“Political Influence” vs “Wooden Bureaucracy” 


The managers of the system (the politicians and bureaucratic 
managers) blame each other and cry “political interference” and “a 
wooden bureaucracy”. Sometimes, | fee] that too much is made of 
political interference and that it is an excuse for bureaucratic 
incompetence. Nobody tells a Health Secretary or a Director of 
Health Services not to accomplish an improvement in health status. 
The potential areas where there can be no dispute between politician 
and civil servant are immense. We have not accomplished much 
even in these uncontroversial areas. Again, not all the 
“interference” of MLA/MPs is illegitimate. Much of it is legitimate 
representation of the constituency and makes for democratic 
accountability. 


The Government has displayed a general inability to handle 
personnel matters reasonably efficiently. Recruitment, promotion 
and punishment matters are all delayed and are bogged down by 
incompetence, lack of motivation of personnel and complexity of 
rules. Many Government departments do not have their seniority/ 
selection lists published for 15 to 20 years, and all promotions are 
ad hoc (the courts have contributed their mite by giving stay orders 
and not rescinding them for years). The system “retaliates” against 
the poor personnel management by displaying lack of motivation 
and by providing poor services. Nothing in this, however, is unique 
to the Public Health Department (PHD) only. 
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We also need sufficient encouragement, perhaps through award 
schemes which attempt to mobilize various segments of society 
such as other non-Government organizations, individuals and 
associations such as of medical practitioners, nurses, NGOs, co- 
operatives, etc. 


In Maharashtra, Medical Education Department and Food & 
Drugs Administration, have been separated from Public Health, 
thus enabling the latter to focus on public health and primary health 
care. The two departments have substantially different objectives 
and pre-occupations like medical college admissions, staff 
transfers, dealing with honoraries, etc., and these have little 
relevance or impact on public health indicators. However, the 
Medical Education Department has never discharged its one major 
responsibility of training our physicians for primary health care. 
Reputed commissions and committes have sought to change the 
focus of medical education, but due to entrenched class interests 
there is no likelihood that they will succeed. For the same reason, 
the Government has subsidized medical education to the tune of 
lakhs of rupees per individual, probably amongst the largest of 
subsidies payable to individuals. 


Public Health Expenditure 


An excessive amount of governmental attention, debate and 
analysis on public health has focussed on Plan investment, much 
less is on non-plan resources, which form anything from 80% to 
90% of the resources of total manpower, supplies and organization. 
The use of these resources to the fullest extent can maximize 
immediate impact. Thus there is a need for adequate resources for 
(a) repairs (b) supplies (c) drugs and (d) petrol, etc. for vehicles. 
Additionally there is need for reorganizing the existing facilities to 
make them more efficient: (e) strengthening supervision over use 
of infrastructural facilities and (f) increasing incentives, staff 
compensation, etc. This is particularly important in Maharashtra 
where the infrastructure is now superior to that of other states and 
adequate for current needs. 


Since only planned expenditure gets scrutinized in detail, 
non-plan budgets are sanctioned on a relatively routine basis with 
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some increase for inflation and salary revisions. There is no attempt 
at reorganizing the expenditure and the manpower sanctioned from 
time to time so as to put it to maximum use. The fear is thatany staff 
surplus squeezed out in reorganization will not be allowed to be 
reallocated, but will have to be surrendered. 


A scheme is an attempt to design and specify something to be 
replicated extensively. Unfortunately, it only replicates the 
hardware. However, the quality of the software (eg. any training 
manuals, training or supportive supvervision) is relatively poor. 
An interesting deviation came about accidentally in Maharashtra 
with the use of the Miscellaneous Purpose Fund, which is given at 
about 10% of the Government of India’s (G.O.].) assistance for 
unspecified purposes directed at Family Welfare. This fund, as a 
percentage of total cost, today is able to generate the flexibility 
which makes a scheme fit local circumstances and transforms 
uniform schemes into tailor-made projects and with unusual 
flexibility. Sucha fund should be allowed for inall schemes to gain 
the crucial flexibility, which could be calculated as a percentage of 
total labour or as cost/unit output. 


Administrative Set-up in a Decentralized System 


In Maharashtra, the unification of the health sector staff under 
the District Health Officer is quite a major achievement. The Zil/a 
Parishad system has much greater responsiveness and there is a 
unified use of manpower. In most states, there is a confusing and 
inefficient network of delivery sytems for different programmes, 
which have not been unified under the multi-purpose worker 
scheme in spite of Central assistance, because of several court 
disputes. 


However, the cottage hospitals (perceived as the potential 
community health centres) are under the Civil Surgeon and 
the Primary Health Centres under the Zilla Parishads. This 
prevents approximately 250 cottage hospitals from functioning 


in an integrated way as community health centres for primary 
health care. 
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We have a strong tendency to neglect existing systems and 
instead to build separate systems which work independently. Thus, 


a) We wanted to build cottage hospitals by strengthening 
primary health centres whereas these hospitals already 
existed in taluka and smaller towns, because of the “one in 
four PHCs” formula. 


b) Similarly, primary health centres were built independently 
without using existent dispensaries, clinics and 
consequently a bewildering network of parallel facilities has 
resulted in many States. 


Unequal Emphasis to Various Schemes 


The emphasis on the family planning programme has very 
often been at the expense of a major national programme. The 
administration in Maharashtra had tried to avoid this by giving 
weightages to various programmes in the overall assessment of a 
region/district’s performance, so that the less glamorous 
programmes are not neglected. Success in this venture is an issue 
of debate. 


The various Government systems have not emphasized one 
major difference between the health sector and other sectors. 
Whereas in industry and many other fields of economic 
development-communications, transport, railways, etc. — the 
growth of one state is at the expense of another state, in health this 
is not so. There is therefore no sense of competitiveness nor the 
barrier to share experience with others. The government has not 
utilized this enormous source of strength for acceleration and 
introduction of borrowed techniques and experience by 
conferences, newsletters, study tours, etc., right upto the middle 
manager level. Likewise, little attempt is made for professional 
upgradation through certification courses or subsidizing 
professional journals. We have not adequately pushed innovations 
in HDS or its programmes. 
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Lack of Monitoring 


There is no serious monitoring of the quality of services 
expressed in quantitative and qualitative terms. It is very rare that 
a State public health department catches an epidemic at the very 
beginning by the deterioration of a few indicators, such as the 
mortality in a paediatric ward; likewise the number of deaths per 
10,000 sterilizations specific to a Controlling Officer ought to be a 
figure which he takes with him wherever he goes, somewhat like a 
tag which shows total radiation exposure for the number of eyes lost 
per 10,000 cataract operations supervised. 


Here are some concrete examples of miscellaneous managerial 
failures: 


a) Regarding transfers, there is a ridiculous situation where 
Government’s transfer orders rarely get implemented, 
except by the weakest, or when it suits the transferee. 


Some suggested solutions to the problem of transfer are as 
follows : 


i) Drop the mindless acceptance of the principle that 
doctors should be submitted to the same three year 
rule as Police Inspectors. 


ii) Do not use transfer purely as a punishment. 


iii) | Consult staff for their priorities between all locations 
and types of jobs possible and try to meet these needs 
as best as possible. 


iv) Reduce the system disturbance (by retirements or 
leave) as is done in Education, where staff retire at the 
end of the college year, not during the year. 


b) The Government fails to pay salaries on time (some pay 
authorizations do not get made for months and years). 


c) The Government fails to fill up vacancies on time. 


d) The budget provisions for residential quarters in rural areas 
are inadequate and construction in rural areas is scandalously 
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slow. Anexcellent strategy of privatisation of this would be 
for HDFC or the National Housing Bank to give loans to 
house owners in villages, which they would use to construct 
additions. These additions would be used as quarters for 
doctors/nurses, etc. These will be repaid by one consolidated 
monthly rental payment from the Zilla Parishad. 


e) Drugs are purchased without restricting the tendering to a 
few pre-qualified manufacturers. This has resulted in 
enormous quality problems. 


f) The norms for consumption for the major hospitals are not 
fixed and excess consumption is not monitored. 


A 


g) Deliveries of drug supply to primary health centre and sub- 
centres is very irregular in spite of all efforts. This has shown 
that pre-packaging of standard consumption requirements 
delivered regularly is infinitely superior to the current 


situation. 


h) The Government does not provide adequate and 
uninterrupted funds for drug supplies because of its inability 
to delink drug purchases from budgetary restraints. This is 
because, for Government hospitals, receipts from sales 
cannot go into a closed circuit fund which gives monies 
required for additional purchase of drugs. It goes instead to 
the Consolidated Fund of India. The budget cycle is unable 
to respond to increased or lower requirements of drugs, as a 
closed circuit fund can. 


i) A lot of public health work in India is done through 
campaigns, very often for a variety of good reasons, 
sometimes for the sheer love of large numbers (eg. 
laparoscopic performance per day). There is need to analyse 
and assemble the elements of a good campaign, examine 
what can go wrong, compare experiences, etc. 


j) The Government has been unable to deal with litigation. The 
consequences are horrendous. Stay orders are given, holding 
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k) We have not adequately attempted to explore the areas where 
non-monetary incentivies can be given to Govenment staff- 
eg. awards, study tours, indigenous and foreign training, 
deputation to professional seminars, suitable postings, 
nomination to post-graduate studies and quotas, Ctc. 


Planning Failures 


By far the most serious flaw is in budgetary planning. There is 
need for agreement, however apparently arbitrary, on the 
percentage norm of Governmentexpenditure on public heal thor the 
per capita provision in the National (Central + States) budget. 


Medical education is the other priority area for planning. The 
great bias in professional medical education for the curative has not 
been corrected. The PHC doctors need to be not only physicians for 
the community but also medical managers managing anywhere 
from 30 to 40 paramedics and skilled people. However, the 
doctor’s own biased perception of his role has tended to focus on 
operating individually, not as a manager heading a team. 


Some importantareas which have been overlooked in planning are 
as follows: 


Health Education 


Everyone agrees public health education is a necessity for the 
country, but the allocations are miserable. The specific need for 
establishing a strong delivery channel, through which we can pump 
health education on various issues like AIDS or family welfare or 
nutrition, as we choose, has not been identified as the principal 
problem in this area. We have instead made ad hoc provisions for 
one disease at a time (FP, Immunization, AIDS). 


Promotion of NGOs 


Government has not implemented any concrete measures for the 


promotion of NGOs. A four-pronged attack for this purpose could 
involve : 
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(a) a nodal agency/agencies; 


(b) specific promotion of a number of incentives which together 
contribute to the material infrastructure needed for NGO 
development; 


(c)a whole series of policy measures in support of NGO 
development, such as exemption from sales tax, customs 
duty; and, 

(d) a conscious attempt at allocating ‘market’ shares for NGOs, 
etc. 


Drug Policy 


The Government has failed to initiate and implement an 
essential drug policy consisting of (a) restrictions of drugs to 
around 70 basic drugs, (b) the promotion of generic drugs and (c) 
the implementation of a closed circuit drug fund outside the 
Consolidated Fund of India. 


Cost Recovery 


There is need to introduce cost recovery ina particularly careful 
way to ensure that it has no impact on the poor. Subject to this, the 
following are suggestions for minimal starting points : 


(a) 100% cost recovery for tests and X-rays at tertiary levels and 
later at secondary levels (never at primary levels). 


(b) ample provision for exception for poor. 
(c) cost recovery of medical education, simultaneously with an 


introduction of a soft loan scheme to enable everyone to be 
able to repay the cost of his education over time. 


Preparing Non-medical Bureaucracy 


Whether one approves or not, the members of the Indian 
Administrative Service are still of great importance to the health 
programmes in the district levels; there is therefore need for 
preparing them for their roles in these through a fairly intensive 
course in public health in the Academy for Administration at 
Mussoorie. 
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Doctors in Rural Areas 


The shortage of trained medical human resources in rural areas 
could be overcome to some extent if there is : 


(a) Determined use of Government’s powers to implement the 
present statutory two year period for services in rural areas. 


(b) The use of subsidized medical practitioner scheme, wherein 
a medical practitioner is paid a monthly subsidy for stay in 
a remote location. 


(c) The use of leasing schemes with the option of purchase of the 
health facility by the lessor-doctor after a period of five years. 


(d) The reservation of college seats in medical colleges for those 
who are above 30 or 32 and who have lived in rural areas for 
the last 20 years. 


(e) A quota of post-graduate seats for Government doctors who 
have served in tribal/rural areas. 


(f) The training and absorption of a number of traditional 
medical practitioners. 


Continuous Education 


In states like Maharashtra, future improvements in service will 
come not from infrastructure which is adequate, but from an 
increase indemand and by improvement of the quality of the cadres. 
What this calls for is anenormous emphasis on continuous training. 
Simultaneously, we need to improve our training efficiency, 
because of the large number of trainees and the dilution that flows 
from the several levels between original trainees and the lowest 
trainees. 


Use of Traditional Medical Practitioners 


There has been poor use of the vast “extension” resources 
available through traditional medical practitioners. The 
Government has also not found an adequate role for Mahila 
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Mandals. There is a need to devise, in the fashion of those in 
Indonesia or Korea, schemes to mobilize these Mandals and 
integrate them into the health effort. 


Non-availability of Desegregated Data 


Neither the Government of India nor the Planning Commission 
has comprehended the potential for competition as the tool for 
improvement of the states. It is necessary to make states compare 
their investments, their expenditures, etc., as well as the output of 
services, more intelligently. Today neither journalism nor 
academic research nor the Government of India produce an 
analysis based on desegregated data which enable a state to see 
usefully where it stands in relation to other states in regard to any 
single indicator. Even the various international agencies’ reports 
on India, like UNICEF’s, do not desegregate every one of their 
comments. 


Management depends upon data; for data to be good there has 
to be good sampling which gives statistically acceptable district- 
wise data. This requires immediately the strengthening of the 
sampling procedures in the country, for which, unfortunately, 
money is not being made available. 


Social and Political Aspects 


Health and the health delivery system is not an important 
problem in the politician’s perception. He sees it essentially at his 
individual level, at which level it is good. The relation of the 
general health status to productivity is not realized and even if 
realized, not internalized. Moreover, the politician does not 
perceive the potential electoral benefit from improved health 
delivery. 


The result is that : 


i) the Plan allocations are lower and health takes low 
priority in the Plan, 
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ii) generally Health Ministers do not have much political 
clout and are seen by their colleagues as weak; and, 


iii) | sucha perception is not confined either to the states or to 
the Government of India. International institutions and 
country economists do little more than provide lip- 
service to the importance of health in planning. 


Similarly, the tremendous investment going into medical 
education, whether through Government or through the licensing of 
private medical colleges, very often using Government hospitals, is 
testimony to the economic and political clout of the class from 
which doctors come. Actually, medical colleges are not very 
important from the public health sector’s point of view, especially 
in Maharashtra. Due to the same class bias, there is no support 
given for para-medical courses. 


Because of these interests, it has been impossible to charge for 
medical education; millions of rupees are provided as subsidy for 
each medical student in this apparently egalitarian country, 
whereas in the most capitalistic of countries, the USA, which 
encourages private medical practice, there is full cost recovery and 
fees have to be paid by loans raised by the students, which are given 
freely. The subsidy for the medical education sector in India can be 
seen only asa direct consequence of the economic clout of the upper 
classes. 


For the same reason, conditions in public hospitals are never 
taken seriously. This is because very few in power — political, 
bureaucratic or economic — go to a public hospital, just as none of 
their children go to municipal schools. Only where the privileged 
and the under- privileged have to go to the same facility, as ina Zilla 
Parishad School, is there reasonable political attention. 


In that sense: the primary health centre doctor is critical and 
valued, but only as purveyor of private medical services to the local 
politician. 


It is because of this mis-perception of health and the ignorance 
of the health sector as a whole (compared to the politicians’ much 
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greater knowledgeability of rural development, agriculture, 
irrigation, water supply, etc.) that : 


i) 


ii) 


iii) 


Neither the Legislature nor Ministers have a clear idea of 
public health problems, eg. the giving of cholera 
vaccination as a routine, even when everyonc now knows 
that vaccination is useless for most purposes. 


Generally, primary health care is neglected in 
comparison with curative care. 


All members of the Legislature and Government are 
totally ignorant of trends in health status. 


Public health is seen as the lowest in status within all medical 
services. The Civil Surgeon ranks higher in the local hierarchy than 
the DHO. The quality of entrants into the public health programme 
is therefore by and large relatively poor, though with distinguished 
exceptions. 


Mr.V. Srinivasan was ex-Health Secretary for Maharashtra, and is 
Chief Executive of Society for Service to Voluntary Agencies 
(SOSVA). 
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Shortcomings of The 
Existing Health System 


Dr. N. H. Antia 


Despite having a well-developed system of indigenous 
medicine the country opted for the allopathic system for the 
development of its post-Independence health service and not for 
an integrated model utilizing the best of all these systems which 
in actual fact are highly complementary. This was partly the 
result of the ad hoc acceptance of the Western model for all 
aspects of our country’s post-Independence development, partly 
because of the ready availability of a detailed operational model 
provided by the Bhore Committee, and partly because of the 
ready-made existence of Westernized medical colleges and 
hospitals so convenient for implementing a formalized health 
Service. 


While Western science had, as a result of its microbiology, 
provided excellent knowledge and technology for the control of 
the communicable disease, Ayurveda provided a far more holistic 
approach to health, with emphasis on a healthy life-style, which 
we now realize is far more effective in dealing with the non- 
communicable diseases for which allopathy has little to offer 
at very high cost. Unlike Western medicine the indigenous 
systems by their very nature were closer to the health culture 
of the people and less liable to commercialization. 


It is therefore a matter of great regret that even after adopting 
the allopathic system, communicable diseases (especially of the 
younger age group) that can be readily controlled at low cost, 
continue to take their unremitting toll, while the major interest 
of the medical profession is in the ‘latest’ expensive specialized 
care for non-communicable diseases of the older age group 
conducted in urban hospitals. The reason for this does not 
evidently lie in technology but in the different perceptions and 
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needs of the providers and users of such technology. We can 
hardly blame the founder fathers of our nation for their desire 
to reach health care to all our people, nor can we complain that 
we did not have a suitable blueprint for this purpose. The Bhore 
report still remains the most valid concept for the implementation 
of Health for All, which was reiterated by the WHO at Alma 
Ata three decades later. The Primary Health Centre still remains 
the keystone of our rural health programmes though it is almost 
defunct for reasons enumerated later. The failure of our health 
system lies not in the concept but in the entirely different concern 
of those who have been entrusted to implement it. 


While the British opened medical colleges and hospitals in 
the cities to train the native elite in the practice of curative 
Western medicine they had also designed and successfully 
operated a remarkably efficient Preventive Health Service for 
protecting their own countrymen, both military and civilians, 
from the hazards of communicable diseases like malaria, cholera, 
smallpox and plague. Operated by their Indian Medical Service 
(IMS) doctors and a well-trained and highly disciplined cadre 
of paramedical personnel, they were successful to a great extent 
in controlling these diseases in their cantonments, utilizing the 
available knowledge of the cause and dissemination of these 
diseases even though insecticides or definitive medical treatment 
was not yet available for most. 


At Independence, while the native allopathic doctors trained 
in curative medicine were reluctant to undertake this less 
glamorous and far less lucrative service in rural India where 92% 
of the then population lived, a small cadre of senior Public Health 
personnel trained in the days of the Raj took up the challenge 
of expanding their efforts from the cantonments to the rural as 
well as the rest of the urban areas. They also had a ready-made 
cadre of well-trained and well-disciplined paramedicals as well 
as the support of the politicians and bureaucracy who were 
entrusted at Independence with the development of a new India 
based on democratic principles. The 5% allocation of the sudget 
for health in the First Five Year Plan was a demonstration of 
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this political will which has gradually waned in the subsequent 
Plans. Together with the advent of powerful insecticides like 
DDT this small cadre of Public Health doctors (far smaller in 
numbers than their curative counterparts) were able to 
demonstrate within two decades a remarkable decrease in the 
incidence of the four most major diseases of malaria, cholera, 
plague and also in the total eradication of smallpox. 


Unfortunately, despite the availability of new powerful tools 
for the control of these as also of other communicable diseases 
like tuberculosis, leprosy, gastroenteritis and acute respiratory 
infections, the scene started changing in the late sixties. The 
Public Health System started faltering as seen by the resurgence 
of malaria which had been almost eliminated, as also of diseases 
like tuberculosis, leprosy, typhoid, tetanus and poliomyelitis, for 
which we now had far superior technology for treatment, 
prevention and control. These diseases hence still continue to 
take their unremitting toll. Strangely this was also the period 
when there was a sudden spurt in the production of doctors and 
infrastructure in the form of urban medical colleges and hospitals 
and rural Primary Health Centres. The reason lay in the change 
of values not only of the medical profession but of the society 
as a whole. This was clearly demonstrated in its new leaders 
who had replaced the nationalistic outlook with self-servicing 
parochial values. The breed of professionals who were 
responsible for the remarkable achievements in Public Health 
as in other fields was replaced by an increasingly materialistic 
and self-seeking group of neo-clites of which the medical 
profession chose to become a part. 


The failure of the present health system is therefore not a 
result of lack of financial and human resources or of 
infrastructural facilities or shortage of. drugs as demonstrated by 
the following table. 
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Table 1 
Increase in Infrastructure, Humanpower 


and Expenditure Since Independence 


‘Indicators 1951 1971 1988 
A. INFRASTRUCTURE 
1. Hospitals (a+b) 2,694 3,862 9,831 
a. Rural 1,315 (1956) 1,011 (1974) 3,099 
b. Urban 2,059 (1956) 2,974 (1974) 6,732 
c. Private 644 (1974) 5,497 
2. PHCs Nil 5,112 16,756 
3. Sub-Centres 112,004 
4. Beds (Hospitals 117,000 348,655 609,735 
+ Dispensaries)(a+b) 
a. Rural 35,936 (1956) 38,110 (1974) 109,192 
b. Urban 116,952 (1956) 303,170 (1974) 500,543 
c. Private 57,550 (1974) 182,322 
B. HUMANPOWER 
1. Medical Colleges 30 98 125 
2. Out-turn of Medical 
Graduates 1,557 10,407 15,000 
3. All Doctors 156,440 627,575 (1976) 816,000 
a. Allopathic 61,440 151,129 352,000 
b. Non-allopathic 95,000 417,071 (1976) 464,000 
c. Rural allopathic 59,545 
d. Private allopathic 189,711 (1981) 
4. Nurses 16,550 80,620 219,299 
5. Out-turn of General 
Nurses 1,282 6,257 9,500 


Cc. TOTAL EXPENDITURE 
1. Medical, Public Health 
& Family Welfare* 
(excld. Water Supply) 


(Rs. million) 218.55 3,351.18 46,185.98 
D. Drug Production 
(Rs. million) 199 2,998 26,900 


ees 
Source : Duggal Ravi et al, State Sector Health Expenditures, 
_ a database: all India and States, 1951-1985, FRCH, 1992. 
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Common sense dictated the Bhore Committee’s approach, 
which was based on sound epidemiological considerations 
defining the actual problems of health and illness, both medical 
as well as extra-medical (like water, sanitation and environment), 
as well as implementation and control. Unfortunately the post- 

Independence development of the health services started with 

the production of doctors, hospitals and drugs conforming to the 
interest of the medical profession and the health industry as also 
of the small affluent section of the urban population who not 
only suffered from the diseases of the West but who also desired 
the latest Western technology for their care regardless of the 
relevance or cost. Having over-produced doctors and drugs of 
the wrong variety, those responsible for such gross distortions 
now sought to fit the people and their problems into this 
inappropriate system of their own creation. Suitable 
disinformation was generated to justify the operation of this 
invidious capitalist model operated in a so-called democratic set- 
up, all this under the patently false guise of improving the health 
of the poor. Unmanageable mega-hospitals were built and 
equipped with the latest expensive equipment for the over- 
production of doctors and specialists in the affiliated medical 
colleges when even basic care could not be provided to the 
majority. This was chiefly for training at public expense the 
siblings of the rich who visualized medicine as a lucrative career 
in an area where consumer resistance is at its lowest. The 
increasing wealth of the upper decile also became a stimulus 
for the proliferation of capitation fee medical colleges in the 
private sector under the guise of providing doctors for rural areas. 
With the US replacing the UK as their role model the medical 
profession as well as the pharmaceutical and instrumentation 
industry, together with the politicians and the corporate sector, 
real.zed the extremely high profit potential of the health industry. 
The consequent exponential growth has resulted in a form of 
malpractice which now poses a new hazard to the health of our 
entire people from the rich in Intensive Care Units to the 
ubiquitous injections for the poorest. 
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The uncontrolled private sector which is now responsible for 
two-thirds of the medical manpower and the health expenditure 
of our country, has run amok not only among the urban rich 
and middle class but as a result of over-proliferation, has now 
overflowed into the rural areas in strict conformation with the 
market economy. Educated in high-tech medical colleges the 
majority now have to function without even the most elementary 
facilities for investigation and with monetary gain as the only 
means for achieving job satisfaction. A study of household 
expenditure on health in Jalgaon district (Cost of Health Care: 
A Houschold Survey of an Indian District; Duggal Ravi and Amin 
Sucheta, FRCH; 1989) showed an average per capita household 
expenditure of Rs. 183 on health, with the result that the lowest 
two deciles are now diverting almost 8% of their income from 
food to medical care and that too of a nature which would be 
unacceptable by any reasonable medical standards. The gross 
over-production of drugs worth Rs. 3,800 crores in the form of 
60,000 tormulations, (when the WHO lists only 258 essential 
drugs), has resulted in excessive and dangerous over-medication 
drugs, many of which are sub-standard and most being 
unnecessary. The pharmaccutical industry having co-opted the 
medical profession and with its nexus with the politicians now 
poses another major health hazard. And yet price controlled 
drugs like ritampicin and chloroquine for the National Disease 
Control Programmes are always in short supply. 


These are some of the more glaring faults of the private sector. 
This section not only commands two-thirds of the health 
expenditure and health manpower of the country, but also utilizes 
the public sector for the training of its medical, nursing and 
technical personnel. It also receives substantial hidden 
government subsidies in the form of soft loans as well as tax 
and duty exemption under the guise of medical research as also 
the use of government hospitals for their for-profit private medical 
colleges. Far worse is the distortion of values not only of medical 
education and practice but also of the public who have been 
made to believe, with the help of the media, that good health 
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care is synonymous with the latest imported Western technology. 
This sector not only derides all indigenous systems but also the 
public sector on which it freely parasitizes. The claim that the 
five-star public hospitals provide service superior to the public 
medical college hospitals which work under far more difficult 
circumstances is not borne out in actual practice chiefly due to 
the lack of continuity of adequately trained supporting personnel 
like resident doctors and nurses. Over-investigation and over- 
medication for profit is another factor. 


Since the private sector is chiefly urban located, where even 
the poor are generally monetarily better-off than their rural 
counterparts, the emphasis of the public sector has to be on the 
health of the rural population where 70% of the population still 
dwells. The urban sector is also served by the municipal health 
services as well as the medical services of organizations like 
the railways, the corporate sector and ESIS. Unlike the latter, 
it is the municipality and government which has to provide the 
entire preventive and promotive services besides curative hospital 
services for the large percentage of the urban population which 
cannot afford the private services, especially of the expensive 
hospital type. 


In view of this it is invidious that the public sector also spends 
almost 70% of its resources in the urban situation and that too 
on medical colleges and their major hospitals, while about 30% 
( Rs. 27 per capita) is expended in the rural areas where the 
chief vehicle for its service is the Primary Health Centre. What 
is even more unfortunate is that even this meagre amount for 
provision of every type of service (preventive, promotive as well 
as Curative) has been subordinated to the achievement of the 
Family Planning targets and its ancillary programmes, (eg. 
immunization and MCH) to all other aspects of the health of 
the rural population it has to serve. The only other service is 
the occasional fire-fighting exercise during an epidemic to 
appease the vociferous politicians and the press rather than the 


people who have no voice in matters concerned with their own 
welfare. 


Table 2 


Financing of Health Care (Percentage wise) 


Percentage Urban Rural 

of total (as % of 1) (as % of 1) 

Health 

Expenditure 

1 2 3 

Curative care 40% 80-85% 15-20% 
Medical Education 8% 100% - 
Disease Control Programme 15% 40% 60% 
Family Planning 10% 80% 20% 
Health Insurance 5% 100% - 
Health Administration 13% 80% 20% 
Others (Non allopathic 
systems, paramedic training, 
MCH, Drug Manufacture, 
FDA etc.) 9% 70% 30% 


Source : Duggal Ravi, Paper presented at CHAI National 
Consultation on the Impact of NEP on Health Care, 
Hyderabad, 1992. 


The recommendations of the Bhore Committee have been 
virtually observed in their default. The people who the PHC 
serves are almost entirely unaware of the functions or cause of 
non-functioning of their Health Centres which are shrouded in 
secrecy to avoid public surveillance or intervention, leave aside 
support. The felt need of the people for maternity and other 
emergency care remain unattended and the only programme 
which demands accountability (to the higher echelons) is the 
achievement of Family Planning targets, whatever the method 
employed, including coercion and falsification of data. This is | 
reflected in the substantial difference between the Couple 
Protection Rate and Birth Rate in the census figures. These 
coercive target pressures have not only failed to achieve the 
Family Planning goal but have alienated the people from the 
PHCs. This prevents even those who desire family planning 
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advice and help from going to the PHC which treats them only 
as objects for achievement of targets. This attitude of the PHC, 
together with the extreme paucity of drugs supplies and transport, 
is the reason why the population prefers to pay for private services 
rather than attend the far superior staff and facilities of the 
Primary Health Centre. 

The utter failure of the PHC is also reflected in the difficulty 
in achievement of even immunization targets — a service sought 
after by the people; another expensive vertical programme 
imposed on the health services at the behest of foreign agencies 
because child survival was believed to be essential for the Family 
Planning strategy. Another important reason for the failure is 
the inability of the medical profession [trained in high-tech urban 
medical colleges, where the Preventive and Social Medicine 
(PSM) Department has the lowest priority| to provide leadership 
to this team of almost 30 paramedical workers and an equal 
number of Community Health Workers. Their general elitist 
background as well as the values inculcated in the course of 
medical education not only culturally alicnates them from the 
rural people, as also from the urban poor, but they are even 
academically inadequately trained for the many different medical 
as well as other non-medical functions they have to perform at 
the PHC as “managerial physicians”. Hence the PHC is 
considered a punishment posting for those who cannot enter the 
private sector or secure an urban appointment in the public one. 
The values, training and motivation of the leader of the most 
important component of the public health system leaves much 
to be desired. His chief objective is to seck a transfer to an urban 
hospital, or failing this to undertake illegal private practice _ if 
there is enough scope to earn an income above the Rs. 5000 
he receives in this government posting. Such leadership not only 
demoralizes the entire PHC staff but also inculcates habits and 
attitudes such as illegal gratification for various services and 
disrespect for the poor. The local political pressure, harassment 
for target pressures from his superiors, constant transfers, lack 
of medicines, supplies and transport for any worthwhile curative 
service, only add to this dismal scenario. The absence of facilities 
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which an urban trained doctor and his family are used to only 
makes matters worse, so that many of the PHC doctors, as also 
other members of the staff, live in the nearest town and are 
available only for a few hours during the day at the PHC despite 
provision of quarters. Emergency care at odd hours cannot be 
met under these circumstances. Total absence from duty is 
frequent. The much spoken of but rarely implemented community 
participation, for which the Village Health Worker Scheme was 
implemented has also failed because this people's functionary 
has been coopted into the lowest rung of the public system and 
is paid a paltry honorarium of Rs. 50 per month. Ninety two 
percent of Village Health Workers are males while over 90% 
of the health problems comprise of women and children. Like 
most good ideas of the Bhore Committce and subsequent reports, 
even this has been converted into a sad caricature of the original 
concept. That the PHC concept is basically sound is demonstrated 
by its effective functioning when a motivated Medical Officer 
provides good leadership even under the many constraints. This 
is unfortunately a rare occurrence. 

The only worthwhile functionary in this scheme of things 
is the Auxiliary Nurse Midwife (ANM), basically a village girl 
who is culturally a part of the common people and can establish 
rapport with the women and children if the harassment of FP 
target pressures is removed. Being from outside the village where 
she is posted she is subjected to technical, social and sexual 
harassment. Nevertheless she continues to work because of the 
attractive salary of about Rs.2000, in order to support her family. 
Despite all this and lack of proper housing, transport and medi- 
cine, she is still the most productive member of the PHC team. 

A major failure of the public health system is the absence 
of referral services which are unavailable at the PHC, but only 
in distant urban hospitals, difficult for access, and hence used 
only under dire emergency when the discase or problem is at 
an advanced stage. 

The urban areas are provided with local dispensaries (now 
also called Health Posts) which generally operate at the same 
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tempo as the rural PHCs. Consequently, while the majority of 
the people go to private doctors, there are nevertheless large 
numbers who flock to the large impersona] but free public 
hospitals. Although up to 3000 patients attend such public 
hospitals attached to medical colleges each morning there is not 
a single family physician to screen this large patient load, most 
of whom treat these hospitals as local PHCs, for common 
ailments. Comprised entirely of specialist departments these 
expensive services are not only overwhelmed by common 
ailments but the medical student also sees aJ| ailments as complex 
specialist problems requiring extensive investigations rather than 
simple general practitioner-type care. A department of family 
medicine would not only greatly improve the efficiency of such 
hospitals, reduce cost and be of great convenience to the patients 
but would also provide the type of training which the vast 
majority of the doctors would eventually need for services either 
at the PHC or in private practice. 


Small community hospitals functioning as Community Health 
Centres spread throughout the city would prove far more 
convenient, efficient and cost effective than these specialized 
mega-hospitals which, as revealed by the Lentin Commission, 
are impersonal, inefficient and unmanageable. The highly 
specialized units must be separated from medical college 
hospitals meant for training basic doctors, to the advantage of 
all. Such hospitals and specialised services should only be 
available as referral services and these should also be of a graded 
nature. 


A major handicap in the credibility of the PHC has been 
the inability to refer problems requiring greater skills and 
facilities to a public hospital with such facilities. The ICSSR/ 
ICMR report recommended a 30 to 60 bedded Rural Hospital 
extended by a dharmashala for every 100,000 population at the 
Block or Taluka level to provide adequate medical and surgical 
services, including that for medicine, surgery, obstetrics/ 
gynaecology and paediatrics. This was accepted in the Seventh 
Five-Year Plan but unfortunately the majority of these 
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Community Health Centres or Rural Hospitals in existence have, 
like the PHC, failed to fulfil their task due to non-availability 
of medical and nursing staff and a proper referral system. 
Consequently the majority of the village patients continue to 
suffer even major health problems in silence or have to travel 
at great cost and inconvenience to distant District and city 
hospitals for private or public hospital care, often swamping these 
services with excessive load. 


The commitment of Health for All at Independence, which 
was reiterated three decades later at Alma Ata, has failed to 
materialize. The public sector has failed to implement the Bhore 
model. The medical profession has converted health into an 
expensive exercise in the care of illness in large urban hospitals 
and their affiliated medical colleges, following the latest Western 
model regardless of the entirely different pattern of disease and 
socio-economic conditions that prevail in our country. In the 
process it has not only failed to produce the doctors and nursing 
personnel for serving the needs of the 70% who live in rural 
India but has also inculcated values that have alienated them 
from those who most require their services. Far worse, it has 
diverted the limited resources from basic care of this population, 
which still suffers from communicable diseases for which cheap 
and highly effective knowledge and technology is provided by 
modern medical science. Their reluctance to show interest and 
provide leadership for the health problems of the rural population 
has resulted in rural health being taken over by the bureaucracy 
and in converting it into an impersonal techno-managerial 
exercise for achieving of targeted goals for Family Planning and 
National Disease Control Programmes. This dehumanizing 
exercise has alienated the people who could play an important, 
if. not the vital role in the improvement of their own health. 
Much worse it has engendered a sense of dependency on a system 
which cannot deliver the goods. This has been further 
compounded by the coercive Family Planning pressures exerted 
on the poor at the behest of our own elite, guided and supported 
by their Western mentors. The result has not only been a failure 
to control the population but, in the process, has demolished 
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whatever health care could be provided by this reluctant service. 
The potential for mobilizing the human resources through 
education and information, especially of the female, for 
transforming the health status of our society has been 
demonstrated in our own state of Kerala whose per capita income 
is lower than the country’s average. This emphasizes the 
predominant role of the political will in health, as in all forms 
of development. 


Despite this unhappy medical scenario there has nevertheless 
been a marked improvement in the overall health status of our 
people since Independence as is reflected in Table 3. 


Table 3 
Crude Birth Rate, Crude Death Rate, 
Infant Mortality Rate and 
Life Expectancy : 1941-51 and 1988 


Indicators 1941-51 1988 
1. Crude Birth Rate 39.9 31.3 
2. Crude Death Rate 27.4 10.9 
3. Infant Mortality Rate 140 94 
4. Life Expectancy 41 (1951) 56.4 (1986) 


Source : Health Information of India, CBHI, 1990. 


There is no doubt that Independence provided a great fillip 
to the development of our nation. It overcame the status quo 
of the British Raj. What is unfortunate is that so much more 
could have been achieved with the almost unlimited human and 
not insignificant natural resources at the country’s disposal if 
they could have been harnessed for the common good rather than 
for a limited section of our people who chose to emulate the 
West and its lifestyle. 


It must also be realized that aggregate statistics often conceal 
more than what they reveal especially in a highly polarized 
society like ours. While the upper onc and a half decile, which 
nevertheless represents over a million people who enjoy a health 
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Status far superior to the rest, reside almost entirely in urban 
areas, the aggregation of their data with the remaining half of 
the urban poor must surely play an important role in bringing 
down the urban statistics such as IMR to half that of the rural. 
It also conceals the much poorer health status of those who live 
in the urban chawls and slums. The credit for the better health 
Status of the urban population is often ascribed to the availability 
of public and private health facilities. While this may certainly 
Save the lives of many poor children suffering from gastroenteritis 
and acute respiratory infection and reduce maternal mortality, 
the morbidity in the slums could be as high as in the rural 
population. 


The role of improved nutrition, water supply, sanitation and 
environment has probably played a far greater role in determining 
the better health status of the urban elite and middle class than 
the expensive curative medical services monopolized by them. 
Better nutrition and water supply may also play a significant 
role in the health of the urban poor. At the extreme level of 
deprivation of the poor of our country, cven a marginal 
improvement in their socio-economic condition and consequent 
nutrition following Independence may be responsible for the 
virtual elimination of widely prevalent deficiency discases like 
beri-beri and xerophthalmia; this, besides the control of the four 
major scourges of malaria, cholera, plague and smallpox through 
preventive measures. Almost all NGO projects have demonstrated 
that even marginal inputs can bring down the IMR to 60, which 
unfortunately has not been possible despite vast inputs in the 
public and private healih systems. 


The fault lies not in the inadequacy of human or financial 
resources but in their skewed utilization and distribution. This 
failure in the health scene is due to deliberate distortions by 
increasingly powerful lobbies which dictate health policy and 
control the resources. In consequence, health has been converted 
into a major business in illness and human suffering where 
consumer resistance is at its lowest, and now poses a new threat 
to the heaith of our people. 
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SECTION TWO 


THE VOLUNTARY HEALTH SECTOR : 
DEVELOPING ALTERNATIVE 
APPROACHES 


The NGO Movement in Health 


Kavita Bhatia 
There are several alternatives to the present mode of 
development, but those who bear the onus of influencing 
developmental policies do not seem to pay sufficient attention 
to the models already developed by scores of NGOs, based on 
their grassroot experiences. To a certain extent, the NGOs 
themselves are responsible for their own neglect, for most are 
so involved in their day-to-day efforts, as to become isolated 
from their socio-political environment, and to let their 
experiences, however unique, remain largely unrecorded and 
unheard. 


The contribution of the NGO sector is hence often 
unrecognized in evolving policy, whereas it could provide a most 
uscful basis for evolving more effective alternatives. NGO 
experiences are al times devalued because they are evaluated 
against a preset criterion of development and not in terms 
intrinsic to their existence.' However, for our policy makers who 
have fixed paradigms of development often not in tune with 
realities faced by the majority of our countrymen, NGO 
experiences can provide valuable ground level realities. NGOs 
can no longer be dismissed as mere experiments considering the 
long period of tried and tested interventions. This does not imply 
a blind faith in NGO assertions but an acknowledgement of their 
contributions when defining developmental issues. 

NGOs in India function in both rural and urban areas, in 
one or more development areas like health, education and 
employment, with activities ranging from providing services to 
advocacy and having charity, welfare, religious, political or 
corporate affiliations. Most are registered as non-profit private 
trusts or societies funded from private, government, corporate 
or international agencies. Above 8,000 NGOs received 
government funding in the 80s.> An estimated 5,000 
organizations received international funding.“ 
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More than 100 field projects in rural areas concerned with 
health programmes have been identified in Maharashtra alone, 
where NGOs have a higher concentration in the average and more 
highly developed districts rather than in the least developed 
ones.* The NGO culture is also more marked in the developed 
southern states like Maharashtra, Gujarat, Kerala, etc., compared 
to the less developed northern states. Activist groups are also 
largely concentrated in Southern India — Maharashtra, Karnataka, 
Tamil Nadu and Andhra Pradesh, with a few in Bengal and 
Bihar.» The work of missionaries is also more concentrated in 
these southern states.° 


The roots of voluntarism or voluntary action as a concept, 
may be traced to the functioning of social institutions in the 
medieval period. However, history from the 19th Century 
onwards has more tangibile linkage with the voluntarism and 
voluntary action as it is understood today.® The earliest NGO 
efforts were motivated by religious zeal, like the organized 
Christian miissionary activities, primarily in education, health 
and nutrition and the more scattered indigenous charities, in areas 
of education, nutrition, health, shelter, water and economic 
assistance. Social reform movements were the major influence 
in the first half of the 19th century. Philanthropic concern and 
' movements against social prejudices were also motivating factors 
for voluntary action. Missionary activities had expanded further 
and other religious groups like Arya Samaj had also emerged. 
In the latter part of the 19th and early 20th century there was 
a Stream of social work linked to the political struggle for India’s 
independence, which gained strength from the struggle for 
independence. The Gandhian/Sarvodaya organizations made 
maximum impact after Independence till the mid-sixties, when 
voluntary action and NGOs joined together with government for 
nation building. This resulted in both co-option and also 
formalization of NGO work, mainly in education, health and 
economic activities. Missionary work gained a further spurt and 
another expression of social concern with a reform-based stream 
continued in welfare and charity work. 
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Further development was the setting up of institutions, for 
training young people in social work. The next phase between 
the 60s and early 70s was when a critique of the development 
model followed by the government began to emerge. In this 
period, the students’ and Naxalite movements also gained 
momentum. There was simultaneously a change in strategy to 
area devclopment programmes involving people’s participation 
in government schemes. Many NGOs which had started only 
with health interventions, went on to enter other areas like 
employment, agriculture and education to evolve as 
comprehensive development projects. Some of these NGOs took 
up government schemes for implementation. Other developments 
were the World Bank’s support of anti-poverty programmes; and 
the corporate sector also became invloved in altruism, of which 
the house of Tatas was an early example. 


From the late 70s, ideas of conscientization and people's 
participation began to emerge. The next phase in the 80s 
Witnessed involvement with issucs like environment and 
women’s concerns. It has also scen the emergence of support 
organizations specializing in training, research, advocacy, 
documentation, etc. 


In health, the charity orientation gave way to emphasis on 
self-reliance and people’s involvement in their own development. 
While the early initiatives were in setting up hospitals, giving 
free service, or distributing tree medicines, the emphasis, 
particularly from carly seventies, was on health care at the 
doorsteps of the rural workers. The new approach made several 
innovative experiments in primary health care. 


In rural field projects, Village Health Workers, locally 
selected and field trained, were employed for health services, 
reducing the almost total dependency on the professionals. 
Preventive and promotive health services involving community 
involvement like antenatal care, care of pre-school children, carly 
detection and follow-up of communicable diseases, were given 
importance besides including oral rehydration, immunization and 
the concept of essential medicine. An epidemiological basis to 
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the analysis of health and a community orientation to the 
resolution of health problems was adopted.’* Health education 
was given due importance. Experiments at Banwasi Sewa 
Ashram set up in the 50s in U.P., Narangwal (Punjab) in the 
late 60s were forerunners; later many rural, field-oriented health 
projects were set up around the early 70s like the Jamkhed, 
Mandwa, Miraj and Kasa projects which consolidated this health 
approach. In fact the 70s saw a boom of NGOs facilitated by 
government and foreign funds, new tax deductions to donors 
of NGOs, and opportunities for professionals to become full- 
time workers in NGOs. Attempts have been made to find 
alternate sources of financing health care particularly through 
community financing, which has also evoked strong opposition 
from some sections of health activists.” 


In urban areas also, there were a few NGOs working with 
health care in the slums. A number of research and 
documentation centres, advocacy groups and movements and 
health related publications, ranging from newsletters to medical 
journals, began functioning. Support organizations for NGOs 
in health were also set up. In the 80s there have been many 
efforts to relate health to the macro system. Health related issues 
like health policy, health expenditure, medical education, 
privatization, rational drug and essential drugs, amniocentesis, 
have been taken up in a number of fora. Health culture, 
economics and politics have been studied, including health in 
Panchayati Raj. A section of NGOs has been involved in 
revitalizing the indigeneous systems’ of medicine and folk 
medicine traditions. Our concern in this book is concentrated 
on field-based rural health projects, which is just one section 
of the variety of NGO interventions in health. 


The government had recognized the contribution of the NGO 
sector from the beginning, noting their contribution in the First 
Five Year Plan itself. Upto the Third Plan, the NGO sector 
. Showed much more direct connection with the government, while 
the government also acknowledged and adopted the NGOs’ 
development models and continued to give them grants-in-aid; 
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coordinating with NGOs through local bureaucrats but not 
according them official status. The NGOs also placed faith in 
the government’s commitment for the welfare of the people. 
In the 60s there arose a discontent with the government’s abilities 
to fulfil tasks of development, and a section of NGOs became 
more critical of the government. An increasing number of NGOs 
adopted health as their major area of work in rural development. 
Initial efforts were made to coordinate NGO efforts and lobby 
to get recommendations accepted by the government. The boom 
of professional and non-Gandhian oriented NGOs and their 
innovative methods of intervention marked the 70s. By then, 
the government had acknowledged its inability to achieve 
development goals without the co-operation of the NGO sector. 


In the Fifth Plan period, the government encouraged NGOs 
to take over some health programmes. A number of Primary 
Health Centres were given to be operated by NGOs as also the 
implementation some government programmes in areas like 
disease control. The method of using Village Health Workers 
for delivery of health care as demonstrated by NGOs, was 
accepted by the government. NGOs with demonstrated 
capabilities for continuous training of Village Health Workers 
were involved in training programmes of the government cadres 
of health workers. 


The 80s saw a consolidation of the NGO strengths, with their 
representatives getting place in government policy making bodies 
and effectively asserting their position, both in government 
bodies and through public platforms. The health section in the 
Sixth Plan document was heavily influenced by NGO 
methodology and the rural infrastructure prescribed was founded 
on recommendations, based on NGO experiences, as stated in 
the ICSSR/ICMR report, ‘Health for All: An Alternative 
Strategy’. For the first time the government declaration of the 
National Health Policy acknowledged the importance of NGOs. 
The Seventh Plan asserted the increasing reliance on the NGO 
sector to achieve Health for All.*"' The policy statement in the 
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chapter for Rural Development contained details of the role, 
criteria for identification and programmes and areas where 
voluntary agencies may be involved. The National Development 
Council approved the role the voluntary agencies could play in 
planning and implementation of their own schemes since they 
had developed expertise to do so, particularly in the health sector. 
The active participation of rural agencies had been encouraged 
in a number of areas like improvement of primary health care, 
control of communicable diseases, MCH services, sanitation, 
rehabilitation of handicapped, reduction of infant mortality and 
Family Welfare. The Prime Minister’s Technology Missions on 
drinking water, literacy and immunization envisaged a more 
effective role for voluntary agencies. A Mission Director 
(Voluntary Agencies) on Technology Mission had been 
appointed by the Office of the Adviser to the Prime Minister, 
on Technology Missions, for better co-ordination and effective 
implementation. 


The government has thus been incrcasingly acknowledging 
the expertise and the innovative nature of NGO intervention, and 
shown keenness to replicate innovative schemes already tricd and 
tested in the field as well as readiness to reformulate old schemes, 
just as the NGO sector has sought to influence government 
policies on the basis of its experiences. The meeting of these 
two efforts however has not always been too happy. Whenever 
the government has tried to incorporate NGO initiatives within 
its rigid policics and infrastructure, the original innovation has 
been largely co-opted, only to become part of the traditional 
government machinery. Thus, village health workers, the very 
basis of NGO rural health projects, were reduced to the under- 
valued lowest rung in the health hierarchy of the rural public 
health system. The original Community Health Centre, which 
was to be the centre of comprehensive health for 100,000 
population, was reduced to yet another curative hospital rather 
than the centre for comprehensive health activitics at 100,000 
level. The government was accused of following the NGO 
experiments twisted out of context. 
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If we reject the simplistic notion that the motives of the 
government must always be suspect and agree that the 
government must hear and act, by compulsion if not by choice, 
then the role of NGOs with the government becomes clear. The 
NGOs must further strengthen their position to act as pressure 
groups on the government, simultaneously informing the public 
to take measures in favour of appropriate health systems. 
Irrationality or lack of information springing from bias is not 
the exclusive preserve of the government or of the masses. The 
NGOs must influence the policy makers and intelligentsia with 
their field and research-based knowledge, particularly in health 
which is over-mystified and over-technicalized. 


It is imperative to discuss the major shortcomings of the 
NGOs, commonly pointed out by observers. Here it must be 
remembered that a vastly uneven quality and coverage is affected 
by various NGOs, hence generalisations about NGOs as a body, 
may not really be relevant. We are referring to established NGOs 
with a demonstrated capability and tenure of health work, like 
the NGOs described in the following chapters. - Critiques of the 
NGOs point out their limitations in community participation. In 
most NGOs participation is restricted to programme 
implementation and the community does not exercise cffective 
control over the management.’ The emulation of such 
participation of the community in government schemes is said 
to be a myth because the economics and politics of development 
are kept out of reach of the masses."* 

It can be argued that the essence of NGO movement is 
experimentation, a searching for answers, and not the stating of 
pat solutions. The process of self-management in health began 
and took deep roots when locally selected village workers 
replaced health professionals, even if only for implementation. 
Health and illness no longer remained secrets in the hands of 
a privileged few. This initiative is to be ‘developed further to 
aim at control over resources and management, perhaps by 
further NGO initiatives, but the first and major step of 
demystification of health has already been consolidated. 
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Another criticism is that following the eventual handing over 
of health activities to the local community most NGO activities 
collapse, demonstrating that they too create dependence, like the 
government. 


Here, it is important to note that there is simply not adequate 
information on the post-NGO phase which has come in for such 
criticism. Much more must be explored before drawing 
conclusions. The other major criticism is of replicability. The 
difficulty of expanding a small scale project into a large scale 
programme is well-known. Replicability in government 
programmes has had limited success. Here again many doubts 
about the successes of NGO experiments and their replicability 
need to be clarified by many more efforts at field level and 
through research. The failure of replicability may be a failure 
of the selection and execution, and not of the effectivity of NGO 
methodology. How genuine were the efforts at replicability ? 


A study shows that specific barriers to replicability concern 
the level of government commitment (at macro and micro levels) 
the support and/or lack of opposition by elites with vested 
interests, the amount of accountability (from below and above) 
and the encouragement of self-sufficiency. Small scale efforts 
achieve their success not only due to missionary zeal, leadership 
and funding, but also through managerial processes and 
dynamics. It was not only the form but the essence which 
enabled workers to achieve their impact.'’ 


Doubts have also been raised about the effectivity of NGO 
interventions in the so called “real terms” of quantitative 
indicators. Here it must be stated that the impact of NGOs is 
not always in measurable terms and hence remains ambiguous; 
for example a comprehensive evaluation of the village health 
worker must be not only in terms of her increased work-load 
but in terms of her enhanced self-esteem and increased faith of 
the community in her. 


Sections of observers have seen NGOs to be a design, or 
at the least, a pawn in neo-colonial Strategy; a bulwark against 
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radicalism, and the encouragement of NGOs, a government 


Strategy to shrug off its welfare responsibilities and increase 
privatization. 


All these criticisms can be traced to a crucial issue: not only 
is there not enough knowledge about the impact of the NGO 
sector, aS pointedout earlier, but more important is the failure 
of the NGOs to posit themselves on the wider socio-political 
canvas of the nation. This task is made more difficult by the 
non-homogeneous and scattered nature of the NGO sector which 
affects their capability to prove their achievements, clarify their 
position and advocate their views. Their highly individualistic 
nature may have also prevented them from coming together as 
one lobby. It is a matter of debate whether NGOs should be 
at all doing so. It is to their credit that they have nevertheless 
managed to reach policy makers and have managed to acquire 
some acceptability from citizens as well as governments. NGOs 
have demonstrated their ability to mobilize people from different 
backgrounds and occupations and to draw them into common 
enterprise, because change requires the participation of all 
citizens, not only the government's. NGOs have largely 
established their reputation for integrity and directing assistance 
to communities which are often neglected by governments and 
political parties. The independence of NGOs helps them play 
_ a Creative role. 


Advances in social welfare are frequently made only after 
a need has been highlighted by a handful of activists. NGOs 
have provided new linkages to people’s lives of segments which 
have hitherto remained isolated and specialized, like technology, 
ecology, education, health and nutrition, and in the process, 
brought out crucial issues which were earlier neglected.’ In 
a general atmosphere of cynicism and apathy, NGOs are forms 
of struggles aimed to bring change within existing structures. 
Through their struggles they also provide a fresh outlook and 
insight which may perhaps not be their primary goal, but they 
can spell the vital difference between survival and extinction, 
particularly in the much mystified field of health. 


83 


Select References : 


1. 


tv 


Nn 


6. 


A 


10. 


Sheth D.L.: Grassroots Initiatives in India; Economic and 
Political Weekly; February 11, 1984. 


N. V. Lalitha and Kohli Madhu; Status of Voluntary Effort 
in Social Welfare; NIPCCD; 1982. 

Karat Prakash; Action Groups/ Voluntary Organizations: 
A Factor in Imperialist Strategy; The Marxist; Vol.2, No.2. 
Jesani Amar, Gupte Manisha, Duggal Ravi; NGOs in Rural 
Health Care, Vol. I; FRCH; 1986. 

Basu B. B ; Critical Responses to Com. Prakash Karat 


and Harsh Sethi’s Articles; Young India Project; 
Anantapur District; Undated. 


Discussion Note on Voluntary Organizations in India; 
Society for Participatory Research in Asia; New Delhi, 
1990. 

Anubhav Series; Ford Foundation; 1990. 


Jesani Amar and Ganguly Shipli; Some Issues in 
Community Participation in Health Care Services; 
FRCH; 1990. 

Meeting of Ministers of Health of Countries of WHO 
South-East Asia Region; New Delhi, India; Role of Non- 
Governmental Organizations in the Promotion of Health 
Care in India; WHO; 1984. 

Poitevin Guy; Health in People’s Hands; FRCH, Bombay, 
1988. 


Bang Abhay and Bang Rani; Voluntary Health 
Programmes should not try to become economically self- 
sufficient; World Health Forum; Vol. 7; 1986. 


Duggal Ravi; NGOs, Government and Private Sector in 
Health; Economic and Political Weekly; March 26, 1988. 


Scheme for Rural Voluntary Agencies in Provision of Basic 
Integrated Health Care Services; GOI ; 1985. 


R4 


14. 


16. 


17. 


18. 


19. 


Kothari Rajni; The Non-Party Political Process; Economic 
and Political Weekly; February 4, 1984. 


Bhattacharjee Abhijit; Voluntary Agencies’ Identity Crisis; 
Mainstream; July, 1985. 


Baxi Upendra; For Bunker Roy, a Word of Advice; 
Mainstream; April, 1985. 


Pcrinbam Lewis; Address at General Conference of the 
International Council of Voluntary Agencies; 1981. April- 
June, 1984. : 


Pyle David; From Project to Programme; The Study of 
Scaling up/Implementation Process of a Community Level 
Integrated Health and Nutrition Population Intervention in 
Maharashtra; Thesis submitted tor degree of Doctor of 
Philosophy; Massachusctts Institute of Technology; 
February, 1981. 


Ranken J. P.; Volunteers in Primary Health Care: Problems 
and Possibilities; World Health Forum; Vol. 6, 1985. 


Montvalon Robert de; Non-government Organizations in 
the Health Sector; World Health Forum; Vol. 6, 1985. 


85 


Health as a People's 
Movement 
P. K. S. Madhavan 


AWARE is an acronym for Action for Welfare and 
Awakening in Rural Environment, a national organization, 
dedicated exclusively for the upliftment of tribals and harijans. 
AWARE’s activities are spread into six states and in 4000 
villages. The major part of its work is located in Andhra Pradesh 
and Orissa. Other states where AWARE has its outreach projects 
are Uttar Pradesh, Tamil Nadu, Kerala and Karnataka. There 
are 700 full time, 1248 part time staff and 50,000 volunteers 
working in AWARE. 


In Andhra Pradesh, where AWARE was founded in 1975, 
tribals constitute around 6% of the state’s population. The 
envisioned aura of stress-free life, close to nature, tribal life has 
invariably to be juxtaposed against grimmer realities. The steep 
hills with their poor soil and the ever present threat of erosion, 
the conventional method of cultivation, the lack of agricultural 
production implements as well as technology, the virtual absence 
of alternative sources of livelihood, recurrent floods and crop 
failure, together cause food and income shortages which 
accentuate want and its debilitating impact on the quality of health 
and life. 


The living conditions of Harijans who constitute 15% of 
Andhra Pradesh are not at all better to tribals although they live 
in different geographical situations. 


Owing to centuries of social discrimination they are a socio- 
economic and psychologically submerged and ostracized group 
who remain have-nots in a very real and brutal sense. Tribals 
live in isolation whereas harijans are isolated in our society. 
When AWARE decided to take up the work among these two 
groups it was fully aware of the complexities of the task it was 
contemplating and the infinitive challenge it posed. 
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In AWARP’s strategy of total development, health has an 
integral place. The following describes our experience in health 
care against the backdrop of its broader intervention. 


At the time of inception of the project, the hill tribals were 
facing deteriorating economic conditions owing to the socio- 
economic development going on around them, which they were 
nota part of. Being tribals they traditionally subsisted on forests, 
living on the produce of shifting cultivation and hunting small 
game. With increasing tribal population and encroachment of the 
forests by the landlords to convert the forest land into agricultural 
land, deforestation by vested interests, forest laws prohibiting 
tribals from living their traditional lives, the tribals, were faced 
with an extremely difficult situation. A few tribes, owing to 
their backward conditions and very high maternal and child 
mortality rates, were already known to be dwindling in numbers. 


Malnutrition and increasing poverty was added to this. The 
life expectancy at birth among them was about'40 years as 
compared with the average Indian's life expectancy of 54.5. 
The most important hurdle to their development was addiction 
to alcohol, particularly among the men, which was almost 
universal. Alcohol intoxication even during daytime prevented 
any productive work or development. Women worked on the 
land and gathered grain for the family. 


In such circumstances, AWARE’s programmes sought to 
create awareness and to empower the tribals and Aarijans for 
development. Today it is a continuously expanding project with 
its target population restricted to tribals of both the hills and 
the plains and the Aarijans in the villages covered. Beginning 
with creation of awareness, AWARE catalyses the  socio- 
economic development needs in the area, as and when these 
emerge from the people as felt needs. In areas where health has 
emerged as a felt need, the health programme is Started as part 
of the comprehensive developmental activities. 


The basic strategy of AWARE is to awaken people, to make 
them identify their own problems and to prepare them to devise 
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their own solutions and plan of action. The oppressed must not 
only recognize that they are oppressed but must also be aware 
of what they can do legally, peacefully and constructively to 
overcome their oppression. 


AWARE’s strategy is three-fold: 
- Psycho-social mainstreaming of Harijans and Tribals. 
- Higher production directly benefitting these two groups. 


- More even distribution of resources for better co-existence 
of people. ! 


AWARE builds up an organizational system that can function 
autonomously but at the same time can also interact, interlink 
and network with other systems and structures in pursuit of the 
objective of creating self-sustainable rural and tribal societies. 


AWARE follows an integrated rural development approach. 
Awareness building, economic development, employment 
creation, legal assistance, environment education, health and 
building-up of people’s organization are some of its main 
activitics. AWARE does not work in an area for more than 8 
to 10 years. In the first three years, AWARE builds up awareness 
among communities with various social education programmes 
like community education centres, varieties of training camps, 
Mahasabhas (Public Meetings), Campaigns, Conferences, 
Exposure visits, ctc. These activitics build up communication, 
solidarity, courage and commitment among these passive 
communitics. 


Simultancously, AWARE promotes people’s organization 
like Village Associations, Mahila Mandals (women's groups), 
Youth Associations, Balsanghams (children's groups) in each 
village. Then 20 villages are grouped as a cluster and a.Cluster 
Development Service Society (CDSS) is formed. The annual 
programme of cach village is discussed in CDSS and an annual 
plan is prepared for a cluster. With the financial assistance 
provided by AWARE as a revolving fund, and by pooling local 
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resources from Banks, ITDP (Integrated Tribal Development 
Programme), IRDP (Integrated Rural Development Programme), 
etc., the CDSS implement economic development and 
employment generation activities. Services of trained staff of 
AWARE, known as cluster development organizer, is provided 
to CDSS for a period of 5 years. Thus AWARE builds up 
Sustainability of people’s movement for development. 


AWARE provides interest-free loans for economic activities. 
AWARE’s legal department spreads legal literacy and support 
with legal back-up services. Environment is also part of the 
programme. Rural vocational training and disaster end cyclone 
and flood relief and rehabilitation are part of its work as 1/3 
of the AWARE project area is always threatened by either 
cyclones or floods. 


After six to seven years AWARE starts withdrawal in a phased 
manner. By the ninth year AWARE will not extend any financial 
or managerial assistance to CDSS. By the tenth year the clusters 
become self-sustaining and completely independent of AWARE. 
Nevertheless, AWARE maintains links with these independent 
clusters in its socio-political activities. 

So far 1,500 villages are independent of AWARE, and not 
dependent on AWARE’s financial or managerial assistance. In 
1200 villages not even a single person consumes liquor. These 
are totally liquor free villages. 


AWARE looks upon health as a continuous life sustaining 
force. It is this realization that is behind the health promotive 
endeavour of AWARE. Its health philosophy is designed by the 
word “JEEVANA SRAVANTI” which means lile’s flow. 


AWARE did not deliberately impose a preventive bias on 
any of its health centres’ activities. It focusscd its efforts primarily 
on curative care which was the felt need of the community and 
which commands high visibility. Slowly AWARE expanded the 
scope of its programme to include the preventive aspects as well. 
For example, recognizing that many of the health complaints 
in the population were the outcome of unsafe water, creating 
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awareness of the benefit as well as sources of clean water became 
the focus of preventive action. This led to educational activities 
on clean water, hygiene and environmental cleanliness. On the 
other side people agitated for tube wells from the Government. 
In two years time every village in AWARE adopted villages 
got tube wells. 


Slowly the health centres of AWARE started addressing the 
key public health problems from curative to preventive. Scabies, 
pyoderma, herpes, diarrhoea, amoebiasis were some diseases the 
centres attacked, as these were highly prevalent due to water 
pollution. 


Similarly diseases arising from severe under-nutrition were 
common to about 90% of children and 37% women suffered 
from severe anaemia. This led to a series of nutrition camps 
in the villages with locally grown grains like ‘rag,’ etc. A mass 
programme brought in kitchen gardens, green leafy vegetables. 
One can find in every house in AWARE adopted villages kitchen 
gardens, leafy vegetables, beans, cucumber, papaya, almost 
dominating over the huts in tribal villages. 


The practical experience and knowledge gained from 
treatment and surveys, serves as a useful resource for developing 
health education and training materials which reflect with the 
local health context and needs. Health education and training, 
curative care and diagnostic work thus reinforce each other and 
are being seen by people as a continuum in AWARE rag 
This is peculiar to the project. 


There are Community Health Centres (distinct from the 
- government CHCs-editors) located at four places, namely 
Naidupet, Kunavarm, Padkal and Chinnapuram. These are 
equipped with twenty beds each, labour room, operation. theatre, 
and training centre and are expected to function as the base- 
hospitals for the health activities around this area. 


The involvement of the medical discipline with the process 
of development is the crux of the AWARE methodology. Treating 
people is only one of the Community Health Centre’s functions. 
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By disseminating health knowledge, the CHCs must also become 
“community information centres”. Furthermore, by taking an 
active part in the community development activities, they are 
expected to serve as “community action centres”. This integrated 
approach permeates the medical functionaries associated with 
AWARE and affects the very manner in which the doctors 
heading the Community Health Centres and leading the AWARE 
health teams conduct themselves. During a visit, the medical team 
does not confine itself to health issues. Sitting inside a villager’s 
mud hut or cattle shed, or simply under a shady tree, the visiting 
doctor may initiate a discussion with the assembled men, women 
and children. Often the topics discussed are wells, land, 
schooling, poultry, diseases that are contracted by chickens and 
finally the health of the community. Watching this interaction, 
a feeling grows that community medicine is community 
development. The mystique and aloofness of urban medicine 
seems to pale in comparison to this dynamic networking of health 
with life. As a visitor to one of AWARE’s Community Health 
Centres has aptly noted, “Here in these villages, one gets the 
impression that health care is integrated into the lives of the 
people and is not treated as a separate entity” and that in a 
fundamental way “health and life are seen as one”. 


At all Community Health Centres services are provided free 
of cost. Only a nominal fee is charged for medicines (at cost 
price); even that is waived in case of deserving and very poor 
families. The community organization and awareness in the target 
families is such that most families not only pay for medicines 
but also contribute towards the maintenance of the Centre. In 
case of Naidupet CHC having an attached leprosy centre, villages 
in the surrounding areas contribute for drugs and rehabilitation 
of leprosy patients. 


The CHC at Naidupet focusses on the problem of leprosy. 
It is not a feeding place for the leprosy affected, or a centre 
for their free treatment, boarding and lodging. Its emphasis is 
more on creating an understanding and acceptance of 
the disease. Through education, survey, detection, treatment and 
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rehabilitation of leprosy cases and of their families, a receptive, 
sensitive and constructive climate is created for facing leprosy 
with knowledge and a sense of responsibility and not compassion 
alone. In AWARE’s terms, rehabilitation does not mean creation 
of leprosy colonies but restoring patients to their villages and 
society with the full knowledge, understanding and acceptance 
by the village. 


The reclamation process is in fact based on the acceptance 
by the village of its joint moral responsibility to take care of 
every leprosy patient. Enough compassion and a sense of 
identification have been generated in the villages around Naidupet 
for them to contribute towards medication costs for treating 
leprosy and to imbibe and practice the message that the leprosy 
patient is not to be shunned or renounced. 


When the Naidupet Community Health Centre was set up 
jointly for the treatment of leprosy patients and the general public, 
initially this effort misfired as the general patients refused to 
show up for consultation and care. AWARE then decided to 
demonstrate its belicfs more openly. It began to host meals 
cooked by leprosy patients. Public functions were held and 
festivals were celebrated at the centre where the city fathers and 
key public figures came and ate the food cooked by cured and 
non-infectious leprosy paticnts. AWARE staff and leprosy 
patients began to travel together and sat across the table for 
discussions and for meals. Disfigured but cured leprosy paticnts 
were appointed as watchmen, sweepers, washermen, 
compounders and medical assistants at the centre. Gradually 
there-after, the general patients started attending the out-patient 
clinics. Eventually they accepted in-patient care. Soon the 
Naidupet Community Health Centre began conducting minor 
operations, deliveries and offering other forms of domiciliary care 
to the general population. 

For the able-bodied leprosy patients an agricultural farm was 
set up on seven acres of land which is now self-sustaining. Sheep 
rearing, towel making and bandage cloth weaving and other trades 
are followed, through which leprosy patients have been 
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effectively rehabilitated. In this manner, about 100 patients have 
become self-reliant. It was rewarding to learn that residents of 
two AWARE villages invited recovered leprosy patients to settle 
down in the village. Normal young men and women have also 
married leprosy victims. 


Thus all programmes of AWARE, whether socio-economic 
or health programmes, are based on creating awareness in the 
community, creation of a community based cadre of workers 
and empowering the community. To educate and motivate the 
community, not only health workers but mahila mandals, youth 
groups and village elders are involved, reinforcing AWARE’s 
core message that the delivery of health is not an exclusive 
function. of the health professionals. 


The training programme of AWARE created a team of health 
workers from among the illiterate tribal and harijan women and 
some men. The team of workers include dais, village health 
workers, paramedical workers. The major thrust of the training 
is On preventive health care. Mother and child health, nutrition, 
vaccination and sanitation are the main areas of concentration. 


AWARE has built prevention as a fundamental ingredient 
of its community health programmes in a phased manner, making 
people realize the need rather than thrusting programmes from 
outside. 


Knowledge (viewed as programme intelligence and not only 
awareness) has a key role to play at various stages in AWARE’s 
health programme. It precedes the creation of any health 
programme in that a need has to be specifically felt before any 
health activity can be launched. Knowledge also figures 
prominently at the implementation and monitoring Stages. 
AWARE lays great stress on efficient and reliable health 
intelligence and control. Detailed health information on the 
project population is gathered and routinely updated. 


A convincing outcome of AWARE’s health approach has been 
an attitudinal change in the population it works with. Within 
a very short period, tribal and harijan communities have cast 
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off their suspicions of modern medicine and eagerly sought help 
in upgrading their health status. This change, however, has not 
meant any disruption of the conventional resources OF methods 
of health care. AWARE deliberately does not discourage use of 
traditional medicine. It is sensitive to the wealth and wisdom 
and demonstrated success of reliable primitive remedies. 
AWARE has a large network of functionaries at village level, 
cluster level and even at the area level for carrying out other 
development activities in the backward areas. There is a large 
scope to link the activities of all these functionaries with those 
working for health so that the total welfare of the community 
can be looked after. 


Linkages between health and development and the economics 
of health are fostered by AWARE in all its operations in various 
ways. The Community Health Centres for instance, are 
encouraged to become economically self-reliant by setting up 
income generating projects like agriculture, animal rearing or 
dairying. Income from these helps to defray the cost of running 
the medical centre. 


The health workers are offered similar incentives to become 
self-reliant. During the initial two years, they receive a small 
remuneration from the project. This is followed by a loan with 
which to commence some income generating activity such as 
poultry or weaving, etc. 


We have established a boat hospital along the river Godavari 
which serves 80 remote tribal villages on both sides of the rivet. 
In the rugged Bison Hill range, on either side of the river 
Godavari, AWARE has a Strategy for reaching health care to 
the Koyas and Konda Reddis — two key tribal groups. These 
tribes have been boycotted for decades both psychologically and 
in terms of service infrastructure. There are no roads nor any 
other means of easy access through the Bison Hill terrain. The 
only communication possibility was the mobility offered by the 
river. We decided to set up a floating hospital in 1984. The 
government of India and the state government were persuaded 
by AWARE to finance the cost of a mobile health programme 
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located ona launch. The hospital boat floats on the river everyday. 
Beginning at 7 a.m. , it touches five centres on one of the banks 
each day. The boat has facilities for minor operations, in-patient 
care and a laboratory for urgent diagnostic work. There is a doctor 
on board who is aided by an ANM and a compounder. 
The crew is efficient and knowledgeable in boat maintenance 
and repair. 


Out-patient services are delivered on the boat, except to the 
aged and infirm who are unable to come personally. They are 
visited in their homes by the roving medical team. The tribals 
come down the slopes to get immunization, first aid, pre-natal 
and post-natal check-up or general health services. Routinely, 
before the out-patient clinic is held, the doctor and his crew climb 
to the steep hillside to a health shelter or “outpost” manned by 
a trained village health worker. Each village also has a trained 
dai. Here, some of those who live within the jurisdiction of the 
outpost (8 villages) gather to chat with the doctor and his team. 
AWARE’s health and development project staff, leaders of the 
mahila mandals and youth mandals, caste leaders and a mix of 
women, men and children, all sit together to go over any pressing 
problem in health or other fields. Women speak freely of their 
difficulties — not only with the lack of medical facilities but with 
socio-economic programmes. 


In all, through 10 outposts, 80 villages of a total tribal 
population approximating 14,000 are reached by the boat 
hospital. Bicycles and mopeds are being slowly used to ensure 
mobility and outreach for the health shelters. Ten country 
boats are also provided for each health shelter for transporting 
patients to the base hospital. The boat teams oversee the health 
_ shelters, supervise the dais, village health workers, 
paramedical workers, and manage the floating health facility 
and base hospital. In a period of six years the AWARE target 
group, i.e. Scheduled Castes (SC) and Scheduled Tribes (ST) 
have contributed Rs. 25 lakhs for this health programme. The 
AWARE Chairman was always welcomed in the villages with 
garlands. AWARE printed Rs. 5/- token ticket and exchanged 
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it tor Rs. 5/- instead of garlands. In this manner in six years 
a sum of Rs. 25 lakhs was collected from the Andhra Pradesh 
target population alone. Thus every one of Scheduled Caste and 
Scheduled Tribe families gave their share of Rs. 5/- or 
Rs. 10/- towards the Boat Hospital. In all AWARE Community 
Health Centres, 60% of the expenditure is pooled locally. 
AWARE is shortly going to start a cancer hospital at Hyderabad. 
This is a Rs.15 crores project, and AWARE is expected to pool 
a local resource of at least Rs. 5 crores, 


AWARE’s achievements in its work with tribals and the 
harijans are to be measured not only in terms of the number 
of wells dug or milch animals distributed but in its vision of 
a tribal and a harijan population that is strongly united, 
courageous and patient and able to cope with its own requirements 
and liabilities through more intelligent use of its own resources 
and those of the Government. 


AWARE’s strength arises mainly from its human rights 
approach to health. AWARE views health as a legal right of 
the people and not as service or charity rendered unto them. 
It perceives health as a fundamental duty. People are not only 
motivated to use a service where it exists or to demand one where 
it does not but are encourged and expected to get involved in 
the development of the health services. AWARE expects them 
to organise themselves not only to demand the health to which 
they are entitled, but to ensure that such health is equitably 
enjoyed by every person in the community. This approach fits 
in with AWARE’s unfolding of people and humanization of 
personal and group relations. 


In AWARE’s terms a comprehensive health care programme 
should make it possible for each individual in the community 
to attain the hignest level of health in a given situation and within 
available resources. 


AWARE believes that health and life are inter-dependent and 
integrated. Factors that affect the quality of health range from 
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food, shelter, work and education, to general living conditions. 


All these must develop synergistically for a people to become 
and remain healthy. 


There is another kind of desirable synergy, which is between 
the individual and community. The health of the one is inter- 
dependent on the health of the other. A successful health 
programme recognizes how the two impact on each other and 
therefore creates a basis for individual and collective initiative 
towards better common health. This is the essence of AWARE’s 
health philosophy. 


AWARE’s conceptual as well as practical Strength lies in 
rooting health and development fumctions firmly in people. 
People's support or accountability for their health are a product 
of their own understanding or awareness. Creating that awareness 
is a core function. Once awareness is created the spectrum of 
health action that follows has to run the entire gamut from 
prevention and treatment to health promotive work. The 
infrastructure for the delivery of the health care has likewise to 
develop a strong vertical axis running from the base hospital 
or referral centre to the health centres and subcentres, health 
Outposts and shelters, community base services and home care. 
The human resources deployed for health care should also range 
from health professionals to paraprofessionals, auxiliary and 
middle-level workers and those trained from the community to 
expand health outreach. 


By 1992 one of our Community Health Centres at Padkal 
has been completely taken over by local people’s committee 
known as Area Development Service Society (ADSS) and run 
with their own income and management. In this manner we wish 
to realize our aim of health as a people’s movement. 


P.K.S. Madhavan is the Founder and Chairman of AWARE. 
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Mobilization of 
Community Resources 
for Community Health Care 


Dr. Ragini Prem 


Banwasi Seva Ashram is situated in the backward tribal area 
of the district Sonbhadra of Uttar Pradesh. The Ashram was 
established in 1954 at the time when the area was just opened 
up for industrialization. The construction works consisting of a 
big bridge on the river Son, a Dam on River Renu and a 
hydroelectric power plant, railroad connections, cement, 
aluminum and chemical factories were just being started. In a 
way the most backward area was being developed. But, for the 
forest dwellers it meant a vital change in the living conditions, 
and for the people of i! fertile valley, Singrauli, which came 
under submergence, it meant displacement and a push backwards 
to below poverty line status. The community was exposed to 
increasing exploitation, harassment by police and forest 
personnel, and depletion of forest resources vital for sustenance 
in the forest. Under these circumstances, the Ashram’s priority 
was to protect people | ~ainst exploitation, help the displaced 
to settle, increase general awareness of all and introduce new 
skills in view of the new context. As the area is drought and 
famine prone, the Ashram had to engage itself in relief work 
on and off. In the year 1966 there was a severe famine and on 
behalf of the Government, the Ashram organized free kitchens 
and the food-for-work programme. After the famine work, the 
Ashram oriented its action plan towards a permanent solution 
of the problems of (1) drought and famine, (2) unemployment, 
(3) illiteracy and exploitation and (4) ill health. The activities 
of the project cover Bhoodan (distribution of surplus land to 
landless), Gramdan (sharing of land), Antyodaya (helping 
families to go over the poverty line through employment in 
agriculture and village industries), irrigation, land reclamation, 
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agricultural demonstration, plantation, drinking water, literacy 
and rural libraries and health and medical care. Comprehensive 
development is implemented through Gram Swarajya Sabhas 
consisting of one adult representative from each household. The 
extent of involvement of the local people can be gauged from 
the fact that they not only initiate and implement programmes 
but two tribals are on the governing council of the Ashram. 


The Area of Ashram's Activity 


The Ashram covers four community development blocks 
south of Son River which flows across the district from west 
to east. There are 400 villages scattered over an area of 1147 
sq. miles. A survey of health and socio-economic conditions in 
the neighbouring 10 villages in the year 1969, revealed a great 
scarcity of drinking water. Food was insufficient as well as 
imbalanced. Housing accommodation was very poor and people 
suffered from diarrhoea, dysentery, chronic coughs and pains in 
their extremities. The main sources of employment were 
agriculture and the harvesting of forest produce. Agriculture was 
in a primitive stage and unproductive and there was much 
exploitation in the harvesting of forest produce. Communication 
facilities in the area were meagre and literacy was only 9%. The 
area was already covered by the Government health services, 
but the doctors hardly ever stayed in villages and the people 
depended on magic, charms, amulets, a few herbs and on 
indigenous medicines for the treatment of illness. 


Planning of Health Care Delivery 


The bench-mark status of the area of operation did justify 
an urgent need to promote a health and medical care programme. 
At the same time, it was clear that monetary incentive will not 
be effective in attracting trained personnel to join in such an 
effort. There was another problem — the Ashram being a voluntary 
organization, there was no surety of obtaining funds very 
regularly on the same scale. This meant that there was a need 
to find out a way by which the facility created could be sustained 
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and extended to all the people of the area of operation on 4 
continuing basis and within the capacity of the Ashram and the 
community to maintain it. 


In the past I had a short exposure to two types of health 
insurance schemes, one of Kasturba Hospital of Sewagram and 
the other, that of the Government. The Kasturba Hospital of 
Sewagram was operating a family health insurance scheme as 
early as in 1959. Though its services were standard, reliable and 
within reach of the community still it was necessary to campaign 
in the early years for renewing its membership and registering 
new families. Quite often a family would insure when a member 
fell seriously ill and was desirous of special concessions at 
Kasturba Hospital. At times members demanded an injection just 
for utilizing the money invested in insurance. The Government 
scheme of employee’s insurance on the other hand, has no 
difficulty in collecting the contribution each year for renewing 
its membership and registering new families. But as regards its 
services, it was scen that there was less satisfaction about the 
services offered and the services were misused for regularizing 
sick leave or other such things. Both the experiences made it 
clear that the people wanted a perceivable gain in return their 
investment and were not concerned about health assurance as 
such. It is also true that ensuring health is not that easy. Actually 
no individual or an organization, nor the Government on its own, 
can ensure health of the individual or of the community because 
health is governed by the environment, the availability of 
commodities, the social trend, the purchasing power of the 
people, and very important, the values of life. 


In the past, there used to be “Vaidyas”, the Ayurvedic doctors 
in every community. As one Ayurvedic professor said, health 
know-how developed by the Ayurvedic system had gone into 
the culture, the existing remnants of which can be seen even 
today. The Vaidya service appears to be a community based 
service easily accessible and within reach. It was felt that in 
the context of the Ashram’s area of operation an effort in that 
direction was worthwhile. 
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The Methodology Avant. 


Dr. Elton Kessel of the Pathfinder Fund: who had aie 
at Sewagram, suggested that we involve teachers and train them 
in treatment of minor ailments. He had tried this method 
while at Sewagram and found it useful. My experience at 
Sewagram made me feel confident about training the local 
people. The Kasturba Hospital with X-ray, laboratory, 
library, operation theatre and the outdoor and indoor facility 
was managed by a qualified doctor with the help of local people 
trained in various skills either at Kasturba Hospital itself or other 
appropriate institutions. Not only was there a high standard of 
work among these trained persons and comparable to those 
trained ina forma] way, but their approach, attitude and behavior 
with the patients was also in the spirit of service and had a human 
touch. Taking a cue from these two experiments it was decided 
to involve the educated of the community and the service minded 
persons with a learning attitude in building health awareness and 
training in primary health and medical care. 


The Banwasi Seva Ashram’s approach and activities are 
guided by the ideology of Gram Swaraj, a social order where 
people care for other members of the community, do not 
discriminate against anyone on the basis of sex or religion, etc., 
and try to achieve self-reliance in basic consumption needs and 
to conserve the environmental assets by adopting a simple way 
of living and avoiding environmental abuse and its misuse. This 
also means empowering people to analyse, think and act in the 
interest of the individual, the family.and the society. Thus, on 
the one hand the envisaged approach to community health care 
was in tune with the Banwasi Seva Ashram’s objectives and on 
the other hand, the Ashram’s development activities were in 
favour of developing a health culture, both playing a 
supplementary and complementary role. 


The Beginning 


The experiment started in June 1968. To begin with the funds 
were offered by the Pathfinder Fund. The hypothesis given trial 
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was that an integrated approach to development with health and 
family planning education input will promote planned parenthood 
and small family norm in the community The plan of action 
incorporated health and family planning education of the masses, 
medical care and training of personnel. In the very first year, 
a baseline survey of the existing living conditions, a health 
education course for adult literacy teachers, health meetings for 
the villagers, clinic at the Ashram and training of personnel were 
instituted. By the end of the first year itself it had become clear 
that primary health care can be reached successfully to 
community by training persons from the community. It was also 
noted that the village people had good power of observation, 
and that they were not totally ignorant about health needs and 
first aid. In a period of three years, 100 villages were covered 
with respect to health care education through the trained village 
health volunteers. There were 15 persons treating the minor 
ailments along with the job of spreading the message of healthy 
living. The findings of evaluation made at the end of four and 
a quarter years are given in Appendix I. 


The Primary Health Care Infrastructure 


The training of village personne! in the treatment of common 
ailments was based on an initial 10 days course followed 
periodically by clinical exposure and appropriate theory classes. 
Dialogue and discussions on their observations and experiences 
were integral. Training was conducted in one day sessions on 
weekends. Though the method of training was found to be 
appropriate and effective, because of its requirement of continuity 
in contact, it became difficult after the first two batches to extend 
the training to persons from distant villages. The difficult terrain, 
intervening thick forest which made travelling alone hazardous 
and the time required to travel (nearly 48 hours) for attending 
the weekly or fortnightly classes, proved to be the main hurdles. 
A need was felt to develop a new approach for distant villages. 
One decision was to reach the distant villages in the winter season 
and organize village meetings and courses in health. Two to three 
days duration health and family planning orientation courses were 
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held for village leaders (men and women) at the newly established 
village development centres of the Ashram, caring for a group 
of 15-20 villages. The other decision taken was to gradually 
train the persons in-charge of these centres, in primary medical 
care. This arrangement proved helpful in bridging the gap. A 
decision was taken later to identify persons for a residential 
training at the Ashram. The idea did not attract people. They 
were not willing to be away from their homes even for six months. 
After a gap of three years we could motivate three of the assistants 
at village development centres and one other to join the training. 
This intermediary cadre, a first batch of four, received training 
in treatment of common ailments through clinical exposure and 
theory classes. The practical training started with small jobs like 
that of cleaning the place and helping the staff. They were later 
introduced to more complex tasks in a graded fashion, one after 
another, till they acquired the ability to treat the uncomplicated 
common ailments and nutritional deficiencies, to recognize the 
seriousness and refer the case and to keep the records and report 
the activity. These trainees were like the ones trained in the first 
two batches with the difference that they were not to be the 
part-time voluntary workers as the trainees of the first batches 
were, but were the full time paid workers and were called ‘village 
doctors’. They were entrusted with a health centre where they 
attended to patients in the morning hours and visited villages 
in the afternoon. In general a village doctor can be trained in 
2-3 years and an assistant for the clinic in 5 -7 years, 


Thus there are now FOUR’ LINKS IN THE PRIMARY 
HEALTH CARE INFRASTRUCTURE: 


- The FIRST LINK is the voluntary village health worker, 
the VILLAGE HEALTH FRIEND at the village level. 


- The SECOND LINK is the more trained full time worker 
caring for a group of 15-20 villages, THE VILLAGE 
DOCTOR. 


- The THIRD LINK is the TRAINING-CUM-HEALTH & 
MEDICAL CARE CENTRE at the Ashram responsible 
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for the planning, implementation and evaluation of the 
scheme. 


The FOURTH LINK is the NEIGHBOURING 
SPECIALIZED INSTITUTIONS to which the complicated 
and serious cases and those cases needing surgery OF 
investigations are referred to. 


In the year 1990-91 out of the total 11 health centres 
established, 9 Health Centres were functional and 2 were vacant. 
There are 310 Health Friends out of which 65 are women. The 
voluntary village health worker, the Health Friend is not given 
any work schedule. It is expected that he will himself use the 
knowledge gained for himself, his family members and the 
community, through his daily contact. He is supposed to keep 
a watch on health conditions, report if there is a problem like 
pollution of drinking water wells, outbreak of scabies, 
gastroenteritis, etc., to the village doctor and/or PHC and help 
in resolving the problem. A survey covering 46 Health Friends 
who had worked for periods ranging from less than one year 
to above 10 years showed that they, (a) were able to treat 15 
common ailments with houschold remedies (for treatment of 
Malaria, the selected Health Friends were given Chloroquine), 
(b) had spread the health know-how to family members, to wives, 
children, parents, neighbours, relatives and to society in general. 


The health information extended relates to clean living habits, 
safety of drinking water, improved methods of cooking rice, roti, 
green vegetables, milk and use of nutrition supplements, gingly 
seed, edible oil, amla, milk, mahua flower. 


The full time village health worker, the village doctor, is given 
a schedule. He attends to patients in the morning hours aid visits 
villages in the afternoon. He is expected to refer cases to the 
Government PHC in the vicinity or to the Ashram clinic. He 
is also expected to keep in touch with Health Friends and organize 
bi-monthly meetings to discuss the health care activity and 
communicate the new useful information developed. Regular 


104 


quarterly meeting of the staff at the Ashram clinic along with 
the health workers are organized to Similarly discuss the health 
and medical care experience and plan for future action. 


The Funding 


The people of the area have shared in the responsibility of 
implementing the primary health care programme. They have 
also shared in the expenditure involved in kind by, 1) donating 
a piece of land for the construction of the health centre, 2) making 
available to the extent possible, wood, tiles and labour at a 
concessional rate, and in terms of money, by giving payment 
for treatment. Though contribution is asked for from patients, 
at the same time no needy patient is refused medical care for 
want of money. Rather, if felt necessary, food and other help 
is arranged and whenever required an affort is made to rehabilitate 
the deserving patient. While being generous, there is always 
a need to be vigilant about the contributions as the relatively 
better off people may try to evade contributing even 
if they can afford it. 


Foreign funds have been available for most of the period. 
There has. been a small 2 years gap between October 1973 to 
October 1975 when it was not there. Foreign funds were available 
for training of personnel, health education input, the infrastructure 
and equipment and also the medical care. But the money available 
for purchase of medicine has always been less then required. 


The Ashram makes its contribution in kind and cash. The 
simple living and working style reduces the liability in terms 
of money. Apart from this the Ashram provides certain facilities 
to its workers and takes care of the gap in income over the 
expenditure. The Ashram’s activities in other fields — the socio- 
economic development and the development of people's 
organizational support, the health initiative — improve the living 
conditions in favour of health and promote feas.bility of health 
living. The pattern of income and expenditure is as given in 
Appendix II. 
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The Use of Indigenous Medicine 


The search for indigenous and household remedies has a 
context. A need was felt to reduce the dependence on the market 
because the drugs are often not available and are expensive. The 
major point was the realization that modern medicine does not 
have an answer or a remedy for quite a few conditions. Being 
a non-ayurvedic person, I could still try the safe and simple 
remedies. So far, we have identified about 30 items. Developing 
know-how of household remedies has helped us equip our Health 
Friends with better knowledge than the government’s Health 
Guides. 


The use of household remedies in the treatment of illnesses 
has helped us in many ways. It has grossly reduced our purchase 
of certain modern medicines and tonics and in other instances, 
specially in the treatment of digestive, respiratory, fever, and 
sunstroke cases, it has not only contributed to smooth recovery 
to normal health but also reduced the total cost of the prescription. 
The regular use of these remedies even at the clinic helps to 
educate the people about the possibility of growing a few herbs 
and condiments in kitchen gardens and farms and preserve and 
stock them for use as medicine. 


Seasonal Consideration of Health Requirements 


As we have been studying the household remedies, similarly 
we have been trying to understand the relationship of seasonal 
illness to the changes in the weather conditions, the living 
conditions, living habits and the pattern of food and nutrition 
etc. This search has revealed the truth in some old traditions 
with regard to health protection. The information thus obtained 
is incorporated into the earlier health message to make it more 
meaningful. 


The Achievements 


Thus, the Ashram’s experiment has been oriented to the 
development of the know-how of health in the context of the 
local situation and the development of primary health and medical 
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care infrastructure, by involving the community and training 
the local people as functionaries. The Ashram has helped the 
Government in the treatment of leprosy, tuberculosis, malaria 
and in motivation of people for adopting family planning 
measures and small family norm, as well as in the organization 
and follow-up of family planning operation camps. 


Achievements have been in the following areas: 


1. Training of Personnel (June 1968 to June 1991) as Health 
Friends for the Ashram area and for other voluntary agencies, 
as village doctors for the Ashram area and for other voluntary 
organizations, as clinic assistants and field experience for 
foreign medical students (from U.K.). 


. Production of Health Education Material 

. Health Education Activity 

. Continuing Education of Health Friends and Staff 

. Medical Care at Ashram Clinic and Village Health Centre 
. Eye Camps 
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Some Reflections 


The health programmes developed so far have proved to be 
satisfactory and appropriate. The intake of the information by 
health workers has been encouraging, yet not fully satisfactory. 
The points of dissatisfaction are, (1) the slow pace of spread 
of know-how about health, (2) the high drop-out rate among 
the trained personnel and (3) the constant need to study and 
analyze the new problems of health and that of morbidity. 


The community has now become aware of immunizations, 
but it does not know what protection it offers. This year, anti- 
cholera vaccinations were given by the Government PHC in view 
of the epidemic of gastroenteritis. People were asking why the 
vaccinated people suffered from gastroenteritis. They had no idea 
that the vaccine used was for protection against only the specific 
cholera bacteria and not against every causative organism or 
factor of gastroenteritis. The people now prefer medical treatment 
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in place of “charms”, “ozas” (Shamans) etc., but at the same 
time they are attracted to injections, intravenous infusions, new 
costly medicines etc. They are more concerned about 
instantaneous relief than a cure, while in the earlier days, people 
asked specifically for a cure, the treatment of the root cause 
of illness. Similarly the people are often not willing to exert, 
to prepare and use the household remedies; they want ready- 
made preparations. In the early days almost every one specifically 
asked about “parhej”, i.e. the instructions regarding the dict, 
etc. which is not so common now. 


The frequent drought conditions have impaired the health 
_ education campaigns and the continuity in the congact with Health 
Friends because of migration in search of employment. Last year, 
there was a drought and this year, there is the shadow of famine. 
Last year itself it was felt that lack of green vegetables and pulses 
in diet of pregnant mothers had posed problems. This year, there 
is almost nothing grown. Winter rains have failed giving an 
indication of famine conditions. The health staff is wondering 
what should be the advice to balance the nutrition for the 
protection of health. 


Apart from the natural calamities, people of the area are facing 
two other threats, one of depletion of forest resources on which 
they depended so long and the infiltration of the outside society 
and the encroachment of the land by industries with their 
associated polluting, exploitative and corrupting influences. 


It is quite clear that modernization is at the cost of rapid 
consumption of nature’s resources, pollution of air, water, soil, 
sea and idling of manpower. While offering luxury and affluence 
it has reduced the prestige of manual labour, generated gross 
differences, divided society into classes and contributed to 
permanence of poverty. It has impaired the feasibility of 
decentralized food production and the decentralized production 
of other essential commodities which had provided 
Supplementary occupations to farmers and full employment to 
some others, guaranteeing at the same time purity of the product, 
protection from adulteration. Trade and commerce has adversely 
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influenced the production of pulses and oil seeds and also the 
use of food items for dietary needs. The commercialization of 
the media of information and mass education is not only 
supporting modernization but is actively motivating the masses 
to drift away from the principles of healthy living. The money 
and market economy has reduced the individual's dependence 
on the neighbour and the community and promoted individualistic 
attitudes in the society which, to an extent, has adversely affected 
the mental health. Increased aspirations and reduced chances of 
getting them fulfilled are encouraging drug addiction and causing 
violence. All these factors also need to be tackled. If the objective 
of HEALTH FOR ALL is to be achieved not as a commercial 
service but as a natural outcome of development, then the health 
policy planners need to have a wider view of life and make efforts 
to prevail on the anti-health trends in the luxury aimed 
development of today. 


Dr. Ragini Prem is Co-founder and current Secretary of Banwasi 
Seva Ashram and the Director of Health and Medical Care 
activity. 
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Appendix | 
Achievements During The Period June 1968 to 
September 1973 


———— ee 


1. TRAINING OF PERSONNEL 


a. Under training for assistance in the clinic 7 

(dropouts) (3) 
b. For the work of Gramin doctor 15 
c. As health educators 100 


2. HEALTH EXTENSION ACTIVITY 
a. Survey of status of smallpox 
vaccination (no. of villages) 27 
b. Survey of drinking water wells 
(no. of villages) 13 


3. SANITATION 
a. Cleaning and chlorination of drinking 


water wells 750 
b. No. of compost pits 488 
c. No. of trench latrines 104 


4. EDUCATION IN APPLIED NUTRITION 
No. of families 9,507 


5. EPIDEMIC CONTROL 
a. Scabies - no. of villages 100 
b. Gastroenteritis - no. of villages 30 


6. MEDICAL CARE 
a. Through clinics 


-—no. of ouitdoor patients 26,566 
-—no. of indoor patients (since 1972) 155 
~no. of TB patients registered 319 


b. By village doctors (15) 2,136 
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Appendix II 


Income Expenditure Pattern 


ae ie 


INCOME 


Contributions 1. Staff salary 1,90,000 
from patients 2. Training of 
from Ashram/ personnel 40,000 
workers 3. Medicine & 
from donors equipment 2,00,000 
4. Nutrition 
supplements 30,000 
5. Health education 
& eye operation 
camps 40,000 
6. Travel, 
maintenance, 


miscellaneous 
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Strategies for 


Community-based Health 
Action 


Dr. K. Pappu with CINI Health Team 


The history of CINI - Child in Need Institute - represents 
the record of a continuous process of learning and growth — a 
process shaped and directed by a fundamental belief in the right 
and capacity of communities to take charge of their own health. 
This paper is an attempt to chart this process, and identify its 
landmarks. 


When CINI started its activities in 1974, it was essentially 
only a nutrition supplementation programme which started as 
a response to the widespread malnutrition and associated child 
morbidity and mortality in slums and villages adjacent to the 
Behala Balananda Hospital in Calcutta. A simple food 
supplement was formulated and extensive feeding trials were 
carried out on a group of 2400 pre-school children in villages 
and slums in the South Calcutta area. Even in the very early 
Stages, however, there was an appreciation of the fact that making 
up the calorie gap through distribution of a food supplement 
would at best be a temporary solution, unless combined with 
basic health care for this group of children. The community level 
under-fives’ clinic was felt to be the most efficient vehicle for 
taking health care to the under-privileged child in the community. 
These clinics, each designed to cater to about 300 children, were 
staffed by a health worker from the community, who cooked 
and distributed the nutrition supplement, weighed the children 
once a month to monitor their nutritional status, provided 
immunizations and treatment for minor ailments and gave basic 
nutrition and health education to mothers. Two such centres were 
initially set-up, where six child health workers were trained for 
a period of six months. Participation and involvement of the 
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community was perceived as existing at all Stages of the project 
— in selecting the health worker, in providing rent-free 
accommodation for setting up the centre, and in bringing the 
child to the centre. 


By 1977, CINI had shifted to its present location in Daulatpur 
village, and its activities reflected a new and broader 
understanding of the scope and potential of community 
participation. Experience with the child health centres indicated 
that mothers who brought their children for weighing or treatment 
were not only capable of understanding the dimensions of their 
children’s situation, but were also actively motivating other 
women in the community to take their malnourished and sick 
children to the centre, as well as passing on some of their learning 
from the nutrition education sessions. It was realized that some 
of these mothers could be given some basic health training, so 
as to make this system of advice and referral more effective. 
The activity of preparing, packing and distributing the food 
supplement, Nutrimix, was transferred to women from the 
community who were also given some basic training in other 
aspects of child health and nutrition. Eight centres were set up 
at the village/slum level, each staffed by a locally recruited trained 
worker. Each worker, in her turn, trained ten mothers in the 
preparation of the supplement and in imparting health and 
nutrition education. A weekly under-fives’ clinic was organized 
in each locality, where about 300 packets of Nutrimix were 
distributed against weight-for-age cards and immunization and 
treatment for simple ailments were given. Before starting a centre, 
a number of meetings were held at the community level and 
with community leaders, and a Health and Nutrition Committee 
was formed. Members of this Committee introduced the health 
worker to the community and helped to explain the programme. 
A study conducted on this project showed marked weight gain 
in children receiving the supplement as well as reduced morbidity 
and improved nutritional practices among most of the households 
in the area. 


Building on this basic framework, the project expanded to 
cover 4500 children. The role of the child health worker — now 
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identified as a “Mother and Child Health Worker” — was growing 
and she was now definitely seen to be the key element in the © 
success of the programme. The training input was streamlined 
and intensified; the health worker, generally a trained village 
midwife or a school dropout, now underwent a comprehensive 
training course phased over one year, with three lectures a week 
on anatomy, physiology, nutrition, paediatrics and community 
health and practical sessions under the supervision of two 
paediatricians. Each health worker was given charge of 1000 
children (about 400 families), with whom she kept in constant 
touch through a system of home visits. Each worker operated 
the under-fives’ clinic six momings a week, where over 40 
children were seen each day, and attended classes at headquarters 
and made home visits on alternate days. A Nutrition 
Rehabilitation Centre had been set up by 1977, where severely 
malnourished children were admitted with their own mothers. 
Children were treated and mothers were trained in feeding and 
care of their children and preparation of low cost nutritious diets. 
A spot-feeding programme was also conducted at the centres 
for moderately malnourished children and pregnant mothers. The 
health workeis also carried out periodic morbidity and nutrition 
surveys. Their performance was monitored every week. 


Training of health workers had become a regular activity, 
with a batch of ten being trained every six months. Health workers | 
from other institutions conducting and planning to start nutrition 
programmes elsewhere in the State were being sponsored to these 
courses. The outlook at this period remained restricted to a model 
of carrying health care to the people through a system of auxiliary 
workers who would fill the vacuum created by the shortage of 
qualified doctors. 


Over the next two years, a qualitative change in outlook took 
place primarily as the result of a creative and mutually enriching 
interaction between the CINI team and a local voluntary agency 
working tc improve agricultural production in the area.This 
interaction initially took the form of CINI “adopting” one of 
the villages where this organization was working through a 
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village committee to implement some agricultural improvement 
programmes. It was this village committee which approached 
CINI in October 1976, with a request to start a nutrition 
intervention programme. It was decided to start a food 
supplementation centre in the village. The day after this centre 
was inaugurated, the village committee sought CINI’S advice 
and help in preparing a plan so that the centre could be taken 
over by the villagers themselves and run by them without outside 
assistance. Over the next few months, the villagers unanimously 
decided to cultivate a small plot of land to grow the rice which 
would provide the cereal input for the food supplement prepared 
in the village. The community acted promptly to mobilize 
resources to Cultivate the land. 


This experience resulted in new insights into the problems 
of child malnutrition and how best to tackle it. From stating 
that “doctors with relevant paediatric training can organize a 
service which will prevent more than one half of the deaths in 
infancy and early childhood, without awaiting any great changes 
in environment”, it began to be realized that in such a poverty 
Stricken situation, isolated attempts at behavioural change to 
improve diets of the vulnerable segments of the population is 
a frustrating exercise. Improvements in food production and/or 
distribution were now being seen as essential back-ups to a 
nutrition intervention programme. At the same time, the 
identification of the community as “beneficiaries” underwent a 
change. The ultimate objective remained an improvement in 
nutritional and health status, but other aspects of community 
development, involving all members of the deprived community, 
became an additional focus. 


In the course of the next year, perceptions of the community 
in relation to CINI’s own work in health crystallized further. 
The nutrition project had been started almost as an instinctive 
response to a situation of widespread malnutrition and ill health. 
Now, however, it was realized as a result of ongoing interaction 
with the community, that health was a low priority area for the 
average villager, in comparison to economic needs. However, 
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as awareness grew people began to understand and appreciate 
the economic implications of positive health. The emphasis 
shifted to health as one of a number of inputs in a socio-economic 
development process, along with education, agriculture and 
nutrition. Community participation was identified as “the prime 
need” and attempts were being made to evolve a definition on 
the basis of an analysis of previous experiences in running the 
programme. The main reason for the failure of the majority of 
attempts at development made by Government and voluntary 
agencies was now stated to be the fact that implementation of 
these projects had little or no community participation. The main 
Objective of the project now became the use of expertise 
developed in the areas of health and nutrition, as a result of 
the initial four years of work, to trigger-off an integrated 
community development programme. There was a clear 
understanding of the relation of the project with the community. 
It was emphasized that community involvement would be 
solicited at all stages of the programme, from deciding the felt 
needs to planning and implementation. Development was now 
defined as “the creation of such local fora at the village level, 
where the members of the community get together to discuss 
their problems and develop action-oriented plans to tackle 
issues”. The agency’s role in this process would be that of 
providing support to these local fora. Agencies should use their 
projects to create such village fora and support them until they 
are in a position to operate programmes without outside help. 
Once the village group becomes self-sustaining, it was felt that 
the agency should “fade away from the scene”. This new 
community based programme was initially implemented in 3 
villages and covered about 800 families. A number of village 
level meeings were held to introduce CINI and the idea. Village 
development committees were elected and a system of bi-monthly 
meetings was set-up. One village volunteer was selected for every 
thirty families and was designated as “development agent” for 
those families. These development agents were given a 4-day 
orientation in various aspects of development. Agents first 
conducted a survey of all the households, the results of which 
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were used to implement the nutrition supplementation 
programme. At the same time the development agents were given 
training in conducting functional literacy classes using nutrition 
and health education materials. Functional literacy classes were 
organized at a centre in the village twice a week. As an off- 
shoot to these classes, games and other activities for 4-10 year 
old children who accompained their mothers to the centre were 
also organized by the development agents. Other development 
programmes were simultaneously taken up under the guidance 
of the village committee. 


The time frame of two years which had been envisaged for 
the village level groups to become independent and self- 
sustaining ended in the failure of the attempt and the virtual 
collapse of the various development programmes. The poultry 
and fishery units which had been planned for trained youths from 
the community proved non-viable and most of the development 
agents had to be absorbed into the organization as permanent 
staff. However, the functional literacy classes for women and 
the nutrition and mother and child health programmes which were 
essentially completely run by the Institute, continued to function. 


The process of interacting with groups of women in the 
functional literacy classes can now, with hindsight, be identified 
as the catalyst for a major change of direction and outlook. These 
semi-literate or illiterate women, most of them from very poor 
families, showed an ability to analyse and articulate their own 
problems, and a keen awareness of their own oppressed slate. 
The woman, in her role as mother, had already been pin-pointed 
as the vital factor in any programme designed to raise the health 
and nutrition status of children, and the involvement of mothers 
in the preparation of the nutrition supplement had become a 
standardized feature. Now, organized groups of women become 
the major actors in the organization’s strategy for promoting 
socio-economic development for the deprived sections of society. 
By 1979 this was concretised and became one of the stated 
objectives of the initial goals of improving the health and nutrition 
status of children in the area. 
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Over the next 3 years, objectives were concretised and the role 
of the Institute defined in four major areas : 


a) As an agency to develop and impart a community-based, low 
cost, comprehensive health care programme to raise the health 
and nutritional status of children and mothers. 


b) As a catalyst for the formation of effective women’s groups 
through a systematic process of awareness creation and 
education and for initiation of group action to tackle common 
issues. . 


c) As a channel to provide mothers with opportunities to 
supplement the family income, therefore raising the economic 
Status of the family. 


d) To train health and development workers from both 
Government and Non-government agencies. 


Policy statements from this period indicate a growing concern 
and awareness of the social dimensions of health problems. 
Development was now defined as “Basically a human problem... 
the ability of a person/ a village/ a nation to meet its needs on 
its own or simply when we look at development as ‘liberation’ 
or ‘freeedom’.” The focus was now on conscientization leading 
to collective action, following the Freire model, and the primary 
actors in the process would be the women, the most deprived 
and oppressed in the present structure. 


By 1980, four Mahila Mandals had been formed and several 
women from each group had received training in primary mother 
and child health care. Most of this core group of Mahila Mandal 
members were women who had been attending with their children 
at the child health centres and their relatives, or other women 
from the neighbourhood — a circumstance which is respousibie 
for the composition of CINI’s Mahila Mandals today. 

Until the formation of the Mahila Mandals, the mother and 
child health related services continued to be centre-based. More 
and more health and nutrition problems were becoming visible, 
leading to the opening of several centres at the request of and 
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with the active support of local youth clubs. These centres 
provided symptomatic treatment of common ailments as well 
as immunitization and nutrition assessment through weight-for- 
age cards. As soon as the first Mahila Mandals were formed 
however, a systematic process of taking health services to the 
village level was set in motion. Members were given training 
in primary mother and child health care and were encouraged 
to pass on what they had learnt to women who were not members, 
through making home visits. Many of these women, the first 
group to be trained, are now the senior-most health workers in 
the organization. In villages where the members of the Mahila 
Mandal felt that a demand existed in the community, health 
services began to be given through field clinics. There were & 
of these clinics in 1983, each manned by a doctor. Services 
provided were a health check-up, treatment, growth monitoring 
and immunization. Cases in neeed of curative interventions were 
referred to weekly clinics held at four strategic points in the field 
area, including at the CINI campus in Daulatpur. Each Mahila 
Mandal administered two such clinics every month. A token fee 
of Re. 1/- was charged from each patient, a part of which went 
towards the cost of medicines, the rest being added to the Mahila 
Mandal fund. 


By the end of the second year after starting the field clinic 
system, it was becoming clear that it was not necessary for it 
to be manned by a qualified doctor. Almost 95% of the children 
attending the field clinic came with minor ailments which could 
easily be treated by a health worker. Even in the 5% or so 
cases where antibiotics were required, the doctor preferred to 
refer the child to CINI. The decision was taken in the end of 
1984, to run one field clinic every month without a doctor. The 
number of children attending each clinic, on the average, 
continued to be the same for the clinic with the doctor and the 
clinic run by the health workers. This decision, though 
made primarily from the viewpoint of optimizing the time-use 
of the few qualified doctors in the organization, resulted in a 
change in the basic perception of the role of the health worker. 
The understanding grew that, given a reliable back-up in the form 
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of a referral system, a health worker was more than capable of — 
handling the majority of child health and nutrition problems at 
the level of a preventive and promotive clinic in the village itself. 


Doctors had been withdrawn entirely from the field clinics 
by 1985. 


In 1984, the organization had taken up the PVOH (Project 
Voluntary Organization in Health) scheme, which served to 
further strengthen and systematize the community level 
organization of the ongoing work of the Institute. A greater 
emphasis was laid on the training of members of the Mahila 
Manadals, with the idea of building up a pool of knowledge about 
health in the community. Training inputs were also given to 
community leaders, panchayat members, traditional birth 
attendants and quacks and practitioners of indigenous systems 
of medicine. The focus was on facilitating the assumption by 
the community, of the responsibility for health through preventive 
and promotive care, as well as enabling the community to 
recognize cases which needed referral. The Mahila Mandals were 
key elements in this strategy. The Institute’s activities had by 
now expanded to over 40 villages, and systematic attempts were 
set in train to form Mahila Mandals in each of them. 


Apart from the health component, the Mahila Mandals were 
also involved in community development through education 
projects and balwadis, income generation, savings co-operatives, 
women’s awareness groups and so on. Other ongoing projects 
of the Institute were now treated as resources to strengthen a 
broad framework of community development, with the focus on 
empowering and organizing communities to take charge of their 
lives. 


Over the next six years, to the present, the Institute’s policies 
reflect a systematic decentralization of responsibility. Female 
Zonal Workers, now called Supervisors or Sahayikas, have each 
been given the responsibility for a population of 4,000-4,500. 
The Sahayika, apart from co-ordinating the implementation of 
health projects in her area, is also responsible for the maintenance 
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of records for the target population (primarily basic health 
Statistics), and functions as a community organizer acting through 
the Mahila Mandals. Each Sahayika is also the leader of a team 
of 5-6 health animators/promotors (Paribar Kalyanis), who are 
selected by the members of the Mahila Mandals from among 
their number, and are given intensive training. 


The Institute, therefore, now plays basically a supportive role, 
as a referral clinic, and in the major activity area of training. 
Apart from training for capacity building of the community and 
mothers, the Institute also plays a key role in training of grass- 

root level health and child development workers from 
Government (like functionaries of the Integrated Child 
Development Services programme) and other voluntary agencies. 
Apart from these, a system of weekly planning/monitoring 
meetings has been set up, primarily as a mechanism of supportive 
supervision for the network of health workers. 


At the village level, this decentralization is reflected in the 
process - a still evolving one - by which problems at the village 
level come up for discussion by the women’s groups, and various 
possible interventions are evolved. The actual implementation 
of the health programme is also done through the women’s 
groups. 


With hindsight, the organization’s present three-pronged 
strategy of services, backed-up by education and delivered 
through women’s organizations, appears to have evolved | 
additively. The original motivation, one of providing services 
to the needy, is reflected in the process of this evolution. First 
education, and then community organization, were taken up, 
explicitly and implicitly, to streamline and strengthen the 
efficiency of the service delivery system. Health, more 
specifically mother and child health, remains a major concern 
of all the Mahila Mandals presently functioning. These activities 
are backed-up and supplemented by the Institute’s workers. As 
mentioned earlier, the historicity of the process also accounts 
for the fact that the membership seems to be concentrated in 
a particular locality in each village, or most of the members 
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belong to a few inter-related families. Again, the focus on mother 
and child health, and thus implicitly on the woman in her role 
as mother, which helped in the initial stages to overcome 
conservative attitudes to women coming out of their homes and 
becoming organized, has also led to a restriction of the range 
of activities taken up by the women’s groups, and the continued 
focus on purely health care activities. These observations, made 
over an extended period, have in fact served to initiate and 
catalyse a process of introspection within the organization, which 
has in turn resulted in some shared, though tentative conclusions. 
Experience has helped in crystallizing the perception within the 
organization, of the role and potential of the illiterate or semi- 
literate trained village health worker in relation to the role of 
a doctor, in a community based preventive and promotive health 
programme. In the long term, the organization’s efforts to build 
and continuously upgrade a pool of health knowledge in the 
community through interventions like training and using service 
delivery points for the imparting of health education, are bound 
to have a lasting impact on the health profile of the area. 
However, there is also the conviction that adequate referral 
support, both for the community in general and for the health 
worker, in the form of infrastructure and qualified doctors, is 
crucial for the success of the programme. The normally expected 
morbidity of 7-10% of the population, as well as the emergencies 
that may arise for another 2-3%, are not within the competence 
of the average health worker. Though small in number, these 
cases are highly visible and, if overlooked or neglected, can have 
serious consequences on the credibility of the project. The 
knowledge that a back-up in the form of doctors and a treatment 
facility exists is itself a source of support for the village worker. 
Again, if the doctor is seen as the real authority, a person who 
is there to check what the health worker is doing and point out 
her mistakes, both the community and the worker herself are 
gradually disempowered. The organization is therefore 
unequivocal about placing the doctor at a tertiary level in the 
project. Problems which cannot be handled by the promoters 
from the community at the village level are passed on by her 
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to the Sahayika at the organizational level. It is only in cases 
where the Sahayika feels the situation to be beyond her 
competence, that the case is referred to a doctor. 


The other aspect of the work of the organization, the efforts 
at Community organization, reflect in their historicity a shift from 
a technical paradigm of health, to a model where the health status 
of a society or community is determined by the equitableness 
of resource distribution. In moving from a stated objective of 
providing health care services to one of improving health status, 
it has been realized that actions other than providing better 
services may be more appropriate and effective. This 
understanding is shared by a growing number of voluntary 
agencies working in health, where the use of community 
organizations primarily as vehicles for service delivery has 
resulted in the perpetuation of a relationship of dependence 
between the community and the organization. Experience has 
led to the conclusion that it will be possible for the organization 
to “fade away from the scene” only. when the community is 
organized enough to demand and obtain health care services from 
society, instead of relying on the services of the organization. 
Possible strategies which are being explored include moving 
efforts at organization to smaller units of 15-20 families. 
However, the emphasis is on strengthening people’s organizations 
with better health coverage coming as a consequence, rather than 
aS a precursor. 


Dr. K. Pappu is Assistant Director of Health at CINI. 
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Appendix 
Some Basic Data About The Cini Health Programme 


58 (Health Programme only) 
Doctors 6, Health workers 39, 
Support staff 13 

3. Population covered : 85,000 

Villages 50, Families 17,000 
Under-Five children 12,750 


1. Present staff strength 
2. No. of professionals 


4. Baseline indicators 
1984 1988 
- Base line study =PVOH evaluation study 


Pregnant women 


receiving ANC 15% 63% 
Deliveries conducted by 

trained personnel — 60% 
B.C.G. Coverage 52% 81% 
Measles vaccine Nil 46.6% 
D.P.T. vaccine 35% 87% 
Polio 34.9% 85.5% 
Children whose growth 

monitored 49.3% 53% 
Children with severe 

malnutrition - 8.4% 7.6% 
Out-patient attendance 

at CINI\ hospital or 

medical centre (Numbers) 7137 10,690 
In-patient admissions 

(Numbers) 771 1,395 
Hospital case fatality 

(percent) 13.5 7.6 
Infant mortality rate (1988) — 49 


124 


The Comprehensive Rural 
Health Project, Jamkhed 


Dr. Rajnikant Arole * 


The Comprehensive Rural Health Project (CRHP) was started 
in Jamkhed (250 miles east of Bombay in Ahmednagar District 
of Maharastra) in 1971 by Dr. Rajnikant Arole and Dr. Mabelle 
Arole. The area is chronically drought prone. The people there 
are primarily dependent on agriculture. There is no industry in 
the area. A sizeable proportion of the people are marginal farmers 
or daily wage labourers. Most of the women in the area are daily 
wage labourers. 


The initial entry of CRHP in the project area was on the 
invitation of the political and local leaders. Health care is the 
primary focus, but the scope of the project today encompasses 
not only the curative, promotive and preventive aspects of health 
care, but also the overall socio-economic development of the 
area. The most important tool of the project is the participation 
of the people. “Participation” is a loaded term. Here it is used 
in the sense of involvement of the people in deciding the 
programmes to be undertaken, and in implementing them. 


The CRHP started its first clinic in Jamkhed in an old 
veterinary dispensary. Storehouses and sheds housed the first in- 
patients. A three-walled hall provided accommodation for the 
15-20 strong staff. These were all premises donated by the 
residents of Jamkhed. 


The strongest health need suggested by the people was for 
a good curative centre. Hence the first step of the project was 
to establish itself as a good medical, surgical and obstetric centre. 
There were just two private practitioners in Jamkhed at that time. 
Patients needing hospital care would have to travel to the distant 
district hospital. Under these circumstances, the project staff was 


* As told to Kavita Bhatia 
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able to build up a rapport with local residents, because they 
established themselves as effective health practitioners through 
their medical centre, which was also much more accessible than 
the district hospital. 


Gradually, the local leaders were requested to introduce 
project staff to nearby villages. A constant dialogue was kept 
up with all the people including the minority castes and the poor 
in the villages. 


It was apparent that to most of the village people, health was 
not a priority. Initial discussions centred around agriculture, 
livestock development, etc. Interested men organized into a 
Farmers’ Club. This happened within two years of entry into 
Jamkhed. Later they became the “Health Committee” of their 
village and started discussing the health needs of their village 
also. 


The efforts of the project staff were aimed at the women and 
the less privileged sections of the population, but they recognized 
that these were also the least participative and the least vocal 
in community decisions. The project staff therefore used local 
leaders and the men in the village to reach out to their target 
group. This was a deliberate strategy. 


Beginning a Health Programme in the Villages 


Some of the villages agreed to provide facilities for the health 
professionals to hold regular health programmes, largely curative 
clinics, in the village. These curative Clinics were used as a 
springboard for introducing preventive health activities. Some 
Farmers’ Clubs agreed to provide accommodation for an 
Auxiliary Nurse Midwife (ANM) from the CRHP staff, in their 
villages. They participated in helping the CRHP’s ANM to 
conduct an initial health survey oftheir villages. Despite the 
support and interest of the Farmers’ Clubs, the response of the 
villagers was only for the curative services and not for the 
preventive services. The CRHP’s ANMs were unable to motivate 
women to avail themselves of antenatal care, etc. Discussions 
with the village people revealed that the CRHP’s ANMs were 
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alienated from the village women. Some of the factors which 
prevented the ANM from becommmg an agent for change in the 
village were, her formal education, her professional attitude, her 
urbanized manner as evidenced from her dress, language etc., 
and her perceived superior attitude. The idea of involving local 
village women to perform the health activities of the village was 
born out of such discussions. 


Selection of Village Health Workers (VHW) 


Most of the village people, especially the women, were 
illiterate. Education was not considered to be a criterion for 
selection of VHWs. The village people were encouraged to select 
a woman who was “outgoing, had concern for others and was 
social minded.” 


As far as possible, a woman from a poor family and a minority 
caste (Harijan/Muslim/Tribal) was preferred. Many of the women 
were widowed or deserted. Middle-aged women, rather than 
young girls, were selected. It was felt that the people would 
respond better to a woman who had experience of life and had 
gone through the bearing and bringing up of children. All women 
had roots in the village — a family/house/land — and were not 
likely to move out. 


A quick count of VHWs today shows that almost all fulfil 
the above criteria. Upper class or young VHWs in the group 
can be counted on the fingertips. (Perhaps such women would 
not opt to become VHWs in the first place.) 


Training of VHWs 


Training is continuous, throughout the tenure of a VHW. 
Initially after recruitment, a VHW is brought to the centre for 
a one week orientation programme. The period is kept short 
because it is considered important that the women do not spend 
much time away from their home and village. After this, all 
VHWs come to the centre for two days a week for further training. 
Frequent meetings serve as a morale booster and also give an 
opportunity to discuss and re-evaluate strategies. Most of the 
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teaching is based on a discussion of actual cases they have 
encountered during the week. In-service training is also provided 
by the supervisory mobile team which is the second tier in the 
health system. The training programme does not have a set 
syllabus. It starts with basic information about health issues 
VHWs are encouraged to conduct regular health surveys in thet 
villages and identify: 


- Pregnant women needing antenatal care. 
- Nutrition and immunization status of pre-school children. 


- Women of childbearing age and their eligibility for 
contraception. 


- Known or suggested cases of tuberculosis or leprosy (other 
major communicable diseases like malaria or guinea worm 
are practically non-existent in the area today). 


Gradually VHWs are trained to conduct deliveries, use simple 
drugs, treat minor illnesses, keep records, etc. They are 
encouraged to impart health education to women and older 
children. They are encouraged to involve other women of their 
village in tasks like weighing the children, keeping records, 
digging soak pits, etc. 


The role of saniton, water supply, nutrition and immunization 
in the health status of people is discussed. WHWs and the local 
people develop strategies for dealing with these problems. 
Community involvement may be in the form of donation in cash/ 
kind and/or physical labour. 


Today the VHWs feel confident to identify not only the health 
needs, but also the economic and social problems of their people. 
With the varying needs of the people, varying degrees of co- 
operation from the people and varying skills of VHWS in 
different villages, each village has chosen its own path of 
development. (Incidently, CRHP is at present conducting a study 
on the factors affecting co-operation of village people with the 
village health worker). However, a basic minimum standard of 
health has been attained in all villages. Today most VHWs seem 
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well-versed with basic health information and a typical training 
session of VHWs discusses a range of social issues also. 


It must be remembered that most of the VHWs have learnt 
to read and write only after joining the project. The major tool 
of training is verbal communication. Dialogue and discussion 
are the main means of teaching, apart from practical demon- 
Stration. Repetition of the messages at all levels, by trainers, 


Supervisors and senior VHWs, is the technique used to reinforce 
all learning. 


Integration of Health Activities into the Daily Routine 
of the VHW 


One feature of the CRHP is that the VHW is not an employee 
of the project. She is encouraged to carry on the normal activities 
of the household, including her economic activities. Rather than 
giving her a salary, the CRHP has encouraged each VHW to 
become economically stronger by guiding her and helping her 
to take a bank loan/giving her a loan to enhance her land produce, 
or to start a small business like sale of groceries/bangles/ 
vegetables, fishing, keeping goats/hens, etc. From the project, 
the VHW receives a stipend of around Rs.20/- per week, to cover 
her weekly trips to the centre. High motivation is reinforced by 
constant sharing of experiences and appreciation of successful 
efforts. It was observed that the health activities or other 
developmental activities that the VHW undertakes are not 
separate from her daily routine, but have become incorporated 
into her routine. The VHWs are allowed about 50 paise per case, 
which they get to keep themselves. Normally the amount to be 
charged is decided by the VHW herself, but project staff is 
vigilant to prevent over-charging at all times. The rich dividend 
of this system is seen in the enhanced self-esteem of the VHWs 
~ they have confronted bureaucrats and bank officials, composed 
songs about their experiences and assisted in selecting .and 
training CHVs for the state government. A VHW of CRHP has 
discussed the Panchayati Raj with Rajiv Gandhi, and another 
VHW has received an award on behalf of CRHP in America, 
and has delivered a speech there. 


129 


Acceptance of VHW by the Community 


It seems impossible, on the face of it, for an illiterate local 
woman, and that too from a backward caste/class, to play the 
role of a catalyst in her village. (It should be noted that most 
villages already had traditional dais, who were left undisturbed). 
In interviews with VHWs, both the senior ones, and the recent 
entrants, a similar story emerges — early struggles for acceptance 
from the family and neighbours, as also the rest of the village, 
and persistent efforts to continue her work in the face of 
resistance. At this stage, the frequent meetings and shared 
experiences encouraged the VHW and kept motivation high. 
Breakthrough in resistance, and the first acceptance, was mainly 
from the women of the village. Initial acceptance was largely 
boosted by two factors - firstly, frequent consultation and 
involvement of village people at all stages of intervention by 
the VHW and the project staff, so that the VHW was never seen 
to be acting in isolation, and secondly, the ability of the VHW 
and project staff to deliver the goods — in terms of medical care, 
drugs, conducting delivery, surgery, etc., whenever needed by 
the people. The lesson to be learnt here. is that the credibility 
of a locally selected health worker can be established successfully, 
but it may take some time to win the trust of the local people. 


Levels of Intervention in the CRHP Health System 


The CRHP follows a three-tier system : 


The First Tier consists of the VHW and the village volunteers 
— mainly members of the Mahila Mandal and the Farmers’Club. 
One VHW is retained for upto 500 population. This ratio is 
flexible. Ease of accessibility and capability of the WHW 
determines this ratio. The VHWs are retained per village, not 
per number of people. The health related activities at this level 
are: 


i) Antenatal, intra- and post-parturition care of mothers. 


ii) Conducting deliveries. 
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iii) Monitoring the growth and immunization of infants. 
iv) Encouraging FP coverage. 

v) Treatment of minor illnesses. 

vi) Identification of TB and leprosy cases in the village. 


vii) Detection and treatment of eye problems by local youth 
trained as ophthalmic assistants. 


viii) Facilitation of sanitation and water supply. 
xi) Referrals. 
x) Record keeping. 


Health education is integrated into each of these activities 
— the VHW is constantly imparting information all through her 
various activities and interactions with the people, rather than 
conducting health education sessions as a separate activity. As 
a matter of policy, minimum use of simple drugs is encouraged. 
The focus is more on preventive and promotive measures. 


Each VHW has a delivery kit. She also has a drug kit whieh 
contains the following medicines. 


Average Monthly Drug Kit of a VHW 


Aspirin - 100 tablets Diarrhoea tablets - 50 tablets 

Paracetamol - 50 tablets Soda Bicarb - 100 tablets 

Folic Acid & Erogot - 30 tablets 

Iron - 500 tablets Choloromycetin - 2 tubes 

Vitamins A&D - 25 tablets 

Tincture Commoquine - 10 tablets 

T.R. Belladona - 30 tablets Chloroquine - 30 tablets 
7 Cough sedative - 50 tablets 

B-Complex - 100 tablets 

Sulpha - 5 tablets (weekly) 
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Penicillin - 15 tablets (weekly) 
Rifampicin, Clofazimine 

Dressing gauge + 

bandage, Contraceptives, 

& eye ointment as needed. 


Supplies are replenished during her weekly training visits, 
as and when required. In an average week the load on a VHW 
would be treating upto 10 cases of minor illnesses (taking 
seasonal variations into account) — these could be cases of 
dysentery/diarrhoea among under-fives, stomach ailments among 
the six plus group, cases of mild fever, cough and cold, skin 
diseases (scabies, etc.) and small injuries. A VHW would be 
supervising care and treatment of the vulnerable groups of 
expectant mothers, infants, and TB and leprosy patients in her 
village, including home visits. She would be conducting 
deliveries, if any. She would also be able to detect any patients 
needing further attention, or high risk pregnancies, to be referred 
to the mobile team, or to the project hospital. Apart from this, 
the VHW would be monitoring and referring eligible sterilization 
cases and immunization cases to government or project staff. 
She would also be following-up cases of couples using spacing 
methods (use of contraceptive pills has been successful in the 
area due to constant follow-up and is encouraged more than use 
of IUDs. Use of condoms, however, has not met much 
acceptance). Health education of course is ongoing as is training 
other women of the village to take up these responsibilities. 


Today, the VHW and the village people are encouraged to 
demand these services from the local PHC staff, as far as 
possible. At all levels of health care, there is participation by 
members of the community. 


I. The First Tier : Community participation at this level could 
be in decision making, in contributions of labour, cash or kind. 
Implementation of programmes like conducting health surveys, 
detecting illness, helping in deliveries, weighing children, follow- 
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up of treatment and medication, donating crops/fuel for feeding 
programmes, contributing financially towards expensive 
treatment of a serious case, digging soak pits, maintaining 
cleanliness, co-operating with each other for water supply, could 
be some of the ways in which village people participate. Above 
all, the people decide whether a particular programme should 
be taken up in the village at all. They are also fully aware of 
the family, social and economic conditions of ali the residents 
of their village and this contributes tremendously in 
understanding and reaching out. Various interests and perceptions 
of the people are sought to be discussed before initiating any 
action. This ensures a free flow of information from the people 
to the project staff and vice versa. 


II. The Second Tier consists of a mobile health team which visits 
each village regularly. This team consists of a social worker, 
two paramedical workers and a trained nurse. Earlier, doctors 
were a part of the mobile team but it was found that paramedical 
workers were more useful in reaching out to the VHWs and the 
village people. The function of the health team is to train and 
follow up the VHW, do the immunizations and basically handle 
those health problems which the VHW cannot. This includes 
providing technical knowledge and skills. The members of the 
mobile team support and co-ordinate the activities of the VHW 
and the village people, in planning and implementation of health 
and developmental programmes. Often they serve to carry back 
patients requiring further attention to the project hospital. Due 
to the constant monitoring and early detection, there are 
practically no emergencies except for Caesarian deliveries or 
accidents, according to the VHWs. Since all villages are within 
about 30 kms of the project hospital centre, a telephone call or 
message sent on cycle or motorcycle by local residents brings 
project staff immediately to a village, if required at all. 


III. The Third Tier consists of OPD and hospital services. There 
is an OPD, a 30-bedded hospital with X-ray, laboratory pharmacy 
and an operating theatre in Jamkhed. Resident doctors (apart from 
the two founder doctors) include one MS, two MBBS, one LCPS, 
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one homeopathic and one BAMS (ayurvedic) doctor. There is 
also one dentist. This hospital has one B.Sc. nurse, two trained 
nurse-midwives and 12 ANMs. Apart from this hospital, the 
project also has a subcentre with 6 beds, an operation theatre 
and OPD services. One resident MS doctor and two resident 
ANMs function there. 


At this level, curative services are offered for illnesses like 
TB, leukaemia, heart disease, asthma, gastro-intestinal disorders 
(eg. peptic ulcer), amoebiasis, arthritis, epilepsy, nephritis, 
typhoid, rheumatic fever, pneumonia, besides snake bites and 
accidents — two common occurrences in this area. 


Surgical problems like intestinal obstructions, appendicitis, 
gallstone, bladder stone, ureteric stone, fractures, removal of 
tumours, besides Caesarian sections, MTPs, tubectomy and 
hysterectomy, are routinely handled here. Plastic surgery — such 
as skin grafts, cleft lips, cleft palates are also performed at this 
hospital. Sometimes referrals are also made to local medical 
practitioners or to government health centres. 


For the very few patients needing highly specialized or 
sophisticated care, referrals are made to hospitals at the district 
level. It is estimated that about 5% of patients (in project covered 
villages only) require such services. 


An interesting feature of all the hospital services is that no 
prescriptions are given. All the patients’ requirements of drugs, 
injections, saline or blood are met right at the hospital. Most 
often blood is donated by Project employees or supporters; 
otherwise it is procured from district level hospitals. 


Involvement of the Family in In-patient Care 


Family members of in-patients stay right in the ward, near 
the patient. They participate in cleaning the ward, making beds 
etc. Space for cooking is available, and in case of longer stays, 
patients’ families cook for themselves and the patient. Family 
members are encouraged to discuss after-care of the patient with 
the doctors or nurses. Family circumstances, economic 
constraints, etc. may also be discussed. The project staff believes 
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that such involvement of the family not only encourages a two 
way understanding of the health problem (by the hospital staff 
as also by the family of the patient), but also encourages patient 
recovery, since the patient does not feel alienated or cut-out from 
familiar surroundings. Hospital costs are also reduced since the 
family members take over many of the nursing functions. 


Involvement of Hospital Staff in Primary Health Care 


The entire training of the VHWs is looked after by hospital 
doctors and nurses. In fact, the multi-purpose functioning of 
staff at each level ensures that none of them are restricted to 
a particular function only. This ensures prevention of 
compartmentalization, as well as an understanding among staff 
and the people that the services at each tier or level are part 
of one common integrated health care approach. 


Service Coverage at Village and Hospital Levels 


Village Level 


A survey conducted by project staff in December 1989, 
revealed that currently there are 53 villages with a total population 
of 60,870 people in Jamkhed and Karjat Ta/ukas, where all the 
health activities are being actively implemented. (Socio- 
economic activities are also being implemented). However, the 
project has a TB and leprosy detection and treatment programme, 
for a total 150 villages covering about 2 lakhs population 
(including the above 53 villages) and selected health and socio- 
economic activities are being carried out in all these villages. 
One village may have a population ranging from 500 to 2,000 
or more. Each village has one VHW. Some larger villages have 
more than one VHW. In some cases, a senior VHW supervises 
health work in 2 to 3 surrounding villages where she may have 
developed Mahila Mandals or may be training another VHW. 
The pattern is flexible and need-based. A strict VHW-population 
ratio is not followed. In some villages, CHWs selected and trained 
for the state by the project, work in co-ordination with the VHW. 


F355 


Basically belonging to the village herself, the WH W is familiar 
with each family in the village. VHWs could mention by name 
the various cases under their care. They could also count the 
households not responding to the project activities. The non- 
responding families are basically such families who can afford 
private practitioners. They do not belong to a particular caste. 
Still, most of the deliveries, even of the non-responding families, 
are conducted by the VHW or a Mahila Mandal member. On 
the other hand, at times, even participating village people may 
go for medicine to a private practitioner. About 30 private 
practitioners are in the project area today. Besides, touring private 
practitioners stop at villages and offer instant treatment and 
injections. The project staff is attempting to combat this through 
active propaganda in the villages. 


Hospital Level 


A quick counting through OPD and hospital registers to see 
the number of patients shows that in December 1989, there 
were102 in-patients. About 15% to 20% of these in-patients were 
from the 53 project villages (Refer Appendix I). At the OPD, 
the monthly patient load was 2,205 of which about 12% of out- 
patients were from project villages. ( The patients from the project 
villages could be referred by Projet staff, or be self-referred). 
Thus most of the patients availing of the third tier of the health 
System were not from the project villages. 


Health Status in Project Area 


Some of the quantifiable health results in the project area 
are given in Appendix II. They show a notable improvement 
in the health status of the community in the standard measures 
of birth rate, IMR, immunization coverage, mortality, 
malnutrition, etc. ’ 


Like most field projects, the emphasis in CRHP has been 
more on field work, to the detriment of record-keeping. However, 
the VHWs do maintain simply designed weekly and monthly 
recordings from which their overall progress is monitored. 
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Besides these health activities the project also runs a project for 
rehabilitation of handicapped persons. The non-quantifiable 
results are many more — the overall health awareness of the 
people; the total integration of leprosy patients in their villages 
(leprosy patients live in the village and their children have been 
married-off); and the growing concern and involvement of people 
in the analysis of and planning for their health needs. 


Apart from health activities, a number of economic activities 
like provision of tube wells, soil and water conservation, 
afforestation, loans for income generating activities, agricultural 
improvements, imparting income generating skills, training of 
veterinary workers and provision of veterinary services and 
building of housing units have been undertaken in the villages. 
These activities depend heavily on the co-operation and 
participation of the people. Camps and frequent meetings are 
held with the government and bank officials to generate 
information about various schemes available for the people. The 
growing status of women in the villages, as evidenced by their 
involvement in village decisions, needs to be studied as one 
of the important achievements. Similarly, untouchability no 
longer exists in some villages — a phenomenon which should 
be studied in detail. 


The most interesting development is the assertiveness of the 
village people. They say they now demand services from not 
only government health officials but also for the development 
schemes they are eligible for. 


Cost 
Capital Expenditure 


The building complex stands on donated land. The community 
also donated building material and manpower . The total donation 
was to the extent of about 50% of total capital cost. The rest 
was through external funds. The vehicles are bought through 
external funds. At the village, there was no capital expenditure 
because the VHW functions from her own house. 
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Recurring Expenditure 

About 3'/, lakhs are spent annually on the first and second 
tiers of health care (village level and mobile team). The 30 bedded 
hospital runs on about 16 lakhs annually but there is only 15% 
to 20% usage of the hospital from the project villages, hence 
about 3'/, lakhs are spent on project population on hospital care 
annually. This hospital cost does not include free tubectomy and 
cataract operations and donated drugs. The total health 
expenditure on about 61,000 target population is about 7 lakhs 
annually. Thus the average recurring cost of the entire health 
system is around Rs.12/- per person per year. Costs are kept 
down because the hospital is a paid service which is totally self- 
funded after the first 5-6 years. Only the services of first tier 
(village level) and second tier (mobile team) has to be paid for 
from the organization. Savings are also possible here because 
all the training is in-house. Besides, rational drug prescription 
is an ingrained practice at the hospital and helps control cost. 


The proportion of expenditure on various categories of the 
annual expenditure under various heads is as_ follows: 
Honorarium, Salaries + TAs (all doctors, nurses, WHWs, 
administrative staff) account for 52.6%; Food and 
accommodation of VHWs while training account for 4.7%; Drugs 
account for 21.5%; Transport accounts for 8.3%; Supplies for 
6.3%; and water, electricity and maintenance at hospital level 
is 6.6% of the expenditure. 


Twenty years of experience of the Jamkhed project has 
established it as a major training centre in health, for medical 
and non-medical functionaries, including government health 
workers. The CRHP was one of the earliest pioneering NGOs 
to establish that an: affordable, accessible and effective health 
care system is within the reach of the entire population provided 
people understand their own health needs and plan and implement 
their own programmes. 


Dr. Rajnikant Arole is the Founder and Director of the 
Comprehensive Rural Health Project, Jamkhed. 
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Appendix | 
Total patients registered in Hospital and OPD and 
proportion from project area 
(53 villages and 60,870 population ) 


No. of patients (actuals) December 89 
1. Total in-patients admitted in hospital 102 

No. of in-patients from project area 15 (14.7%) 
2. Total out-patients registered in OPD 2,205 

No. of out-patients from project area 358 (11.7%) 


Note : 1. Figures only for main hospital, the subcentre with 6 
bedded hospital is excluded. 
Source: Processed from CRHP registers by CRHP staff. 
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Appendix I] 


Changes in Health Status in Project Area 
(53 villages) 


Indicator 1971 June 1989 
1. Villages served 8 $3 
2. Population served (actual) 10,000 60,870 
3. Birth rate (per 1000) 40 24 
4. Infant Mortality Rate (per 1000) 180 25 
5. Immunization coverage 2% 91% 
6. Malnutrition among infants 30% 4% 
7. Expectant mothers under ANC — 82% 
8. Eligible couples practicing 1% 60% 
FP (spacing methods and 
sterilizations) (Dec.'89) 
9. Mortality Rate (Above 5 N.A. 4.12 
years population) per 1000 
10. No. of TB cases under N.A. 173 
treatment (actual) (2.8 per 1000) 
11. No. of leprosy cases under N.A. 167 
treatment (actual) (2.7 per 1000) 


SE Oe ee MONT LEMME Ne |) SEN 

Notes : 1. Two indicators, i.e. total population, and number of 
births and deaths, have been verified from data at 
B.D.O.’s office. 

2. The total spread of CRHP programmes is over 150 
villages and about 2 lakhs population. Here data are 
given for the 53 villages where most health activities 
are conducted and documented. 

Sources: 1. CRHP records. 

2. VHW records (processed with the help of the monitoring 

team staff). 
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The Mandwa Experiment in 
Community Health 


° Dr. N. H. Antia 


Mandwa was conceived as a study of the problems of health 
and illness of the common man and woman of our country. It 
arose out of a decade of frustrating experience in one of the 
oldest, largest and most prestigious of medical colleges and 
hospitals in India. While the trend was for the ad hoc 
development of speciality and super-speciality departments 
following the latest Western technology, it was realized that, for 
various reasons, neither were we able to utilize this “latest” 
technology in any meaningful manner nor were we able to attend 
to the far more frequent, simple, medical and surgical problems 
that faced our people, especially the poor. If this was the problem 
in the urbs prima what would be the problems of the rural masses 
who sought recourse to such distant, impersonal hospitals 
generally at the terminal stages of diseases which, if diagnosed 
and treated early, may never have come to this stage. 


Since Bombay is hardly representative of India it was decided 
to look at an area on the mainland 9 miles across the harbour 
which, though so near to the city, showed most of the 
characteristics of the rural under-developed Konkan coast. 


The Exploratory Phase 


The initial period of about 2 years was involved in weekend 
visits to this area in north Alibag taluka where there was a mixed 
population of Kolis (fishermen), Agris (farmers) and Katkari 
(tribals) living in their respective villages on the coast, farmland 
and the hills. This period was spent in trying to understand 
the problems of health and disease of the common people by 
meeting, observing and discussing with the people and their 
leaders in the villages. Also in observing the functioning of 
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the Primary Health Centre (PHC) which was located 40 km. away, 
and the district hospital with 250 beds which was only 20 km. 
distant. 

The findings of this exploratory phase can be summed up as 
follows : 


1) The village is as much a Stratified community as the city. 
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—— 


The interface between the village and the external world are 
a few ‘leaders' who exert financial as well as political control. 
They are the self-appointed trustees of the silent majority who 
are virtually unapproachable except via this local power 
structure. 


Health, especially the preventive aspect, is of little 
significance to the vast majority whose main preoccupation 
is to provide the next family meal. Even illness and pain 
are not adequate reasons to seek medical aid unless these 
interfere with earning the daily bread. Early detection of 
disease and regularity of treatment, leave aside prevention, 
was a luxury which they could ill-afford. What they sought 
was quick, temporary relief which was provided by the doctor 
in the form of an injection of a broad spectrum antibiotic 
and analgesic, together with a bottle of tonic and Vitamin 
B-Complex injection, on which they were now hooked. 


3) The commonest problem was malnutrition which, together 
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with the lack of water supply and hygiene and the tensions 
of survival, took an extraordinarily heavy toll on the health 
of the population; yet the extensive load of chronic ill-health 
was considered only as the norm. 


Despite their poverty considerable expenditure was incurred 
in emergencies like obstructed labour, accidents or terminal 
Stages of dehydration, often by resorting to the money-lender. 


5) The government PHC service was virtually non-existent 


despite there being two subcentres and a dispensary with 10 
beds in the area covered by this project. Their doctors and 
nurses, when available, were only concerned with curative 
services for the leaders. They often charged for services 
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despite drawing a non-practicing allowance. Family planning 
was the only programme that was implemented with any 
regularity in order to reach the stipulated government targets; 
the coercive measures employed were generally resented by 
the population which associated the PHC services only with 
family planning. 


6) The services of the not too distant district hospital were of 
limited use due to lack of adequate transport and the cost. 


Despite this dismal picture there were some hopeful signs 
which provided a silver lining to an otherwise depressing 
scene. 


a) Though illiterate and oppressed the people showed 
remarkable practical ability and intelligence in making the 
best use of the meagre resources available to them. 


b) The prevalent diseases were chiefly of a communicable 
nature, whose diagnosis required elementary medical 
knowledge and skills and for whom medical technology 
was readily available. Besides being remarkably simple, 
this was cheap and highly effective as well as safe, both 
for prevention and cure. 


In view of this and the fact that there was no hope of delivering 
the available technology provided by modern medical science 
under the existing system, it was thought reasonable to explore 
whether the villagers themselves could be taught the simple 
medical skills to make use of the equally simple available tools 
to look after their own health problems to the largest extent 
possible. Also to teach them how to utilise the available medical 
services and demand what was their due. 


In the.absence of any precedence the evolution of the Mandwa 
project was through a series of trials and errors. While one had 
heard of the barefoot doctors of China, besides the then recent 
experiment of the Arole’s at Jamkhed, there was no other 
indigenous model to serve as a prototype for such a radically 
new approach. 
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The First Phase 


It was evident that such an experiment could not be conducted 
by sporadic visits from Bombay and hence a newly qualified 
social worker trained at the Tata Institute of Social Science (TISS) 
and a freshly graduated doctor from the Grant Medical College 
were employed and stationed at a small rented building in 
Mandwa village. Within a few months they were able to persuade 
13 villages to each select a woman who would be 
paid Rs. 100/- shared equally between the Gram Panchayat and 
the project and trained for health work in their own village. The 
preliminary training was conducted over a period of 10 days 
in a local school during the May holidays in 1973. It was an 
interesting experience where the staff and trainees lived together, 
which unwittingly, was the best means of building rapport. The 
real exchange of information and the interaction between cultures 
took place impersonally in the evenings after dinner. Since most 
of the selected women were semi-literate, training was conducted 
in an informal manner in the form of weekly discussion groups 
in the villages itself, often under a tree. 


The training was of an entirely practical nature and given 
under the conditions in which the women would eventually work. 
Hardly any teaching aids were employed. The village well, the 
pregnant woman and the people who were ill in the village 
provided adequate material for practical demonstration. The germ 
theory was taught using the magnifying glass and a simple school 
miscroscope using water from the local well, smears from 
lepromatous patients and sputum of those suffering from 
tuberculosis. The major problem was of finding teachers among 
the professionals who could convert complex theoretical 
knowledge into simple and practical know-how. They also had 
to overcome their social and cultural barriers, learn to differentiate 
between intelligence and education and to respect the highly 
practical approach of simple village folk as opposed to their own 
impractical theoretical education. It was also difficult for the 
urbanised doctor to adjust to the slower pace of the village. Yet 
remarkable progre: was made. 
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The achievements in a year resulted not Only in over- 
confidence but also an invitation by the then Director of Health 
Services of the state to extend the project to 30 villages so as 
to demonstrate the replicability of such a technique to the 
government at what was the Primary Health Unit (PHU), which 
was later to become the PHC level. Also, to extend the project 
activities to the adjacent taluka of Uran. For this, the project 
then operating under the aegis of the 3R Society, (Society for 
Reconstructive Surgery, Rehabilitation and Research) was handed 
over to the staff of the PHU of North Alibag Taluka and 
supervision of the staff and functioning of the PHC of Uran. 
Little did we realize that such a sudden growth with a substantial 
monetary input from the Uran donor, as well as government 
recognition, would create problems which would shake the 
project to its very foundations in its next phase. 


The Second Phase 


Such an expansion required administrative, social science as 
well as medical inputs. An urbanized Ph.D. in soeial sciences 
who was recruited for the Mandwa project in turn introduced 
another social scientist and her husband. Wanting to speed the 
project and its pace they came into conflict with the existing 
doctor, social worker and the ANM. The former’s emphasis on 
curative medicine which had secured the community's 
participation was sought to be rapidly augmented by the more 
nebulous preventive and promotive aspects, while grandiose plans 
were made for socio-economic development for which an Indian 
agro-economist trained in the USA was recruited. Five acres of 
land provided by an adjacent village were demarcated for the 
construction of a PHU and transport was donated by an 
international agency. The result was catastrophic. From a low 
profile basic service emanating froma hut, suddenly a high profile 
project was emerging with city bred go-getters at the helm. It 
also created dissension in the 3R Society through which the 
project funds had been channelled. In 1975 the project was taken 
over by the present Foundation for Research in Community 
Health (FRCH). Failing to see the importance of the felt needs 
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of the people, as well as of the culture and the slow pace of 
village development, we lost the two most valuable assets in 
the social worker and doctor. The loss of this motivated doctor 
proved irreplaceable till the termination of this project. Within 
a couple of years the project had a high-powered team of 
motivated workers and physical assets of a good PHU but had 
lost rapport with the workers due to a series of doctors who 
neither understood the aim of the experiment nor believed in 
the ability of semi-literate women to look after many of their 
problems. The administrative staff antagonized the leaders 
because of many promises which they could not fulfil. A stage 
came when all our senior staff decided to leave and a salvage 
operation had to be conducted for about six months. 


While at this stage it was not possible to obtain a suitable 
doctor or even a senior nurse, the project was fortunate in securing 
the services of another trained and highly motivated social 
worker. Eventually we had to do with a BAMS doctor whose 
chief asset was that he was the son of a local Koli. His knowledge 
of medicine and ability to teach and supervise were minimal 
and he served more as a symbolic medical head of the team 
which now had recruited several ANMs who worked effectively 
at both the PHU as well as the subcentres. The Director, and 
later a young MD trained in general medicine coming from 
Bombay, were able to provide the weekly training and medical 
inputs. For a period after the PHU was constructed the training 
of all 30 CHWs was conducted there. This degenerated into an 
administrative exercise removed from the actual reality of the 
village. This was corrected by conduction training in different 
villages, which included clinical examination of patients, 
inspection of the wells and their chlorination as well as general 
sanitation. This was conducted under the glare of local village 
observers who not only learnt about the problems but also gained 
faith in their own CHWs. The problems were discussed in their 
true medical, social and economic setting. There was no definite 
curriculum but, as described, opportunity was taken to discuss 
problems as they presented themselves. One ANM was provided 
for S CHWs (5,000 population) and provided regular support 
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and training during the rest of the week. The informality of such 
a training, its simplicity, practicability and relation to the 
prevailing local conditions of the patient as well as the village 
was far superior to that conducted at the PHU. Semic-literate 
village women not used to lectures found discussion far more 
interesting than formal teaching. Lack of formality is also the 
essence of village life. 


The Third Phase 


This was the most effective phase commencing from 1977 
up to the end of the project in January 1983. The routine of 
administration, training and supportive services was well- 
established, the only problem being the non-availability of a 
Suitable resident doctor and a turnover of ANMs when they were 
offered a permanent government post. Despite this major 
handicap the performance of the 30 CHWs improved remarkably. 
The major thrust of the project was on handling the majority 
of the morbidity load within the community itself and this was 
achieved successfully. The following are some examples: 


1) Immunization : The rate of immunization prior to the 
project was that of the all India figure of 15%. This increased 
to 50% when the ANM provided the services to the children 
collected in the village by their CHWs. When the CHWs were 
questioned as to why the rate could not improve further, we were 
informed that the ANMs were often absent, on leave, or did 
not keep to the appointed time, resulting in difficulty in future 
mobilization of the children. 


During this period the FRCH was conducting a similar project 
in the adjacent taluka of Uran where its services were far superior 
and the government PHC was virtually non-functional. During 
the monthly visit to a remote village we were informed that the 
FRCH trained CHW had (with the support and encouragement 
of her own village leader) given cholera innoculations to all the 
children of the village because of an epidemic of diarrhoea. They 
had obtained the syringes and vaccines from the market. We 
were proudly informed by the CHW that she had boiled the 
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syringes and needles and given the injections exactly as she had 
observed the FRCH nurses doing it and that none had got an 
infection or abscess; also that she visited all these children at 
their homes in the evening and gave paracetamol to reduce fever 
and relieve pain. Our intitial response was of amazement but 
seeing the simple nature of the work we then encouraged the 
CHW to also undertake the immunizations of children and 
pregnant mothers and give streptomycin injections to the 
tuberculosis patients of the village, as prescribed by the doctor. 
This soon spread to the CHWs trained by us in the adjacent 
12 villages despite threats of legal action by the PHC doctor 
who had not visited these villages for 8 years. The villagers stood 
by their CHWs. 


Since this news had spread to Mandwa our CHWs also 
demanded that they be permitted to undertake the same, with 
the result that the immunization rate shot up to 85%. There were 
no deaths from tetanus after this in the project area. 


2) Tuberculosis: Persistent cough for over 2 to 4 weeks 
without signs and symptoms of a cold, accompanied by low 
evening fever, pain in the chest, loss of weight and loss of appetite 
must raise a strong suspicion of tuberculosis, especially if the 
person is in contact with a known case of pulmonary tuberculosis, 
the commonest form of this disease. A disease of poverty, 
tuberculosis was fairly widespread in these villages and manifest 
in the advanced stages and a common cause of death. This was 
due to various reasons eg. no knowledge about the disease, its 
early signs and symptoms, the type, cost and duration of treatment 
required, that it was available free of cost in government PHCs 
and hospitals and that it spread to others, especially in the family, 
through droplets during coughing and spitting. The germ theory 
was alien to them. And yet nobody deliberately wished to suffer 
from it or to spread it to their children and family. 


Once convinced of the germ theory after observing the bacilli 
in the sputum of patients, the CHWs communicated this 
knowledge to their patients as well as the rest of the village. 
They motivated them to protect others from their cough and 
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Sputum and above all, to take regular treatment for the Stipulated 
18 months, including 90 streptomycin injections and oral tablets 
which would not only effectively cure them but also protect their 
family. The CHWs could, to our amazement, Suspect cases of 
tuberculosis even better than the visible signs of leprosy since 
they knew the index cases. More important, they could deliver 
the treatment at the patient’s home at a convenient time such 
as early morning or late evening. This meant that there was neither 
loss of work nor money to both, as was the case when going 
to a private doctor or even the free PHC. 


The CHW hence provided one of the most effective means 
for the early diagnosis, treatment and control of this disease 
which, though considered as part of the National Diseases Control 
programme since 1955, still continues to be one of the major 
killers claiming 4,00,000 victims each year. The only supportive 
help was confirmation of diagnosis by examination of sputum, 
recommendation of the regimen of treatment by the doctor and 
regular provision of the drugs; also attending to cases which 
developed complications due to the disease or treatment — a 
relatively infrequent affair and of which the CHWs had the 
knowledge. 


3) Leprosy : Two government SET (Survey Education and 
Treatment) leprosy technicians covering this population for the 
previous 12 years had 51 leprosy cases on their register at the 
commencement of the project. During the period of the project 
the CHWs had helped in the detection of 100 more cases. The 
new cases including lepromatous cases, were detected before the 
onset of any deformity, due to their high suspicion rate. More 
important, the compliance rate to Dapsone monotherapy (before 
the onset of multi-drug regimen) was high even as determined 
by urine examination. Once convinced of the low infectivity 
and the chemical sterilization theory, the CHWs would visit the 
patients at their home and even have tea with them. This not 
only helped overcome the fear of the disease in the community 
but previous patients who had been rejected by their village were 
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once again accepted by them. The only condition laid by the 
CHWs was that if a patient did not take regular treatment, which 
could be confirmed by urine examination, they would report to 
the community with the threat of ostracism and even banishment. 
This method was devised by the CHWs on their own for both 
leprosy and tuberculosis because they were a part of the village 
and their own families would be subjected to the risk of infection. 
Not a single new case of deformity was detected in the newly 
diagnosed cases during the entire period of the project, a 
convincing proof to the community about the importance of early 
detection and regularity of treatment. Many of the new cases 
had come voluntarily for early diagnosis and treatment. 


Mandwa Achievements 


Mandwa Nationa! 
Project Figures 
1982 1981 
1. Birth rate 15 33.0 
2. Crude death rate i 12.5 
3. Infant mortality rate 74 127.0 
4. Immunisation 
Triple Antigen (percent) 92 28.0 
Polio (Percent) 67 
Tetanus Toxoid (percent) 78 32.0 


Source : Central Bureau of Health Intelligence, Govt. of India, 1983 


Cost and Finances 


The overall per capita cost including the component for 
research was Rs. 7/- per capita at the 1980 rupee level of which 
Rs. 3/- per capita was on drugs and supplies. This does not 
include the contribution of the Gram Panchayat of half the salary 
of the CHWs at Rs. 75/- per month. The capital expenditure 
of the PHU building and equipment was about Rs. 2 lakhs which 
was provided by Volkart Foundation. The land was provided 
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free by the Gram Panchayats and vehicles by Oxfam. The 
government did not provide any financial support except for their 
Staff who failed to play any role in the functioning of the project. 
The major cost of this ten-year experiment was borne by the 
Godrej Foundation. 


Problems Faced 


The initial responses were chiefly from the Gram panchayats 
and the other leadership, who were also our first contacts. As 
Stated previously their expectations were entirely different from 
our priorities. This resulted in apathy when the project was seen 
to be interested chiefly in the poorer segments of the population. 


When the PHU was officially handed over to the project by 
the Zilla Parishad (District Council) the agreement was that we 
would report every six months to the latter. For several reasons 
the project's interaction with this body was lacking and the 
District Health Officers who reported to it were far from 
enthusiastic about the project's work. They thus failed to serve 
as a link between the project and the Zilla Parishad. 


A major failure of the project was excessive interest at the 
grassroot level and not involving and carrying the local and Zilla 
Parishad \eadership with it. They could not get adequate credit 
for the work undertaken in their domain. This, together with 
failure to provide the expected higher level of services like X- 
rays, refusal to permit the project's vehicles to be used during 
elections and the increasing status and independence of 
the project and its staff led to gradual alienation and finally to 
threats of physical violence and eventual closure of the project 
and handing over of the PHU to the Zilla Parishad. It was 
also noted that the majority of the people who benefitted from 
the project quietly accepted the closure of facilities used and 
appreciated by them. This was evidence of the power of the 
rich leaders over the poor who would have to continue to live 
with them after our departure. 


151 


Lessons from Mandwa 


The experiment in Mandwa brought home many lessons 


which may be reiterated and summarised as follows : 


1) 


2) 


3) 


4) 


6) 


8) 


That modern medical science and technology has provided 
us with knowledge as well as the tools for the prevention 
as well as treatment and control of the vast majority of 
the diseases that affect the people of need-based countries. 


That this knowledge and technology are remarkably 
effective, though simple, cheap and safe. 


That semi-literate and even illiterate village women have 
the capacity to absorb this knowledge and use the 
technology if this is made available to them in a simple 
and acceptable manner. 


The role of the professionals is to impart such knowledge, 
encourage self-help, and provide graded supportive 
services for those problems requiring greater skills and/ 
or facilities; not to appropriate functions which the people 
can undertake themselves. 


That health at this level, where almost 80 percent of all 
problems can be tackled by the people themselves, requires 
low technology but high cultural affinity with the people. 


Therefore, the local village women are more suitable for 
tackling these problems than more highly trained 
professionals. 


The average professional fails to discriminate between 
education and intelligence. He/she looks down upon the 
illiterate as being unintelligent and incapable of looking 
after their own problems and interests. 


The interest of the professional often does not coincide 
with the interest of the people; hence the appropriation 
of people's health by a process of secrecy and mystification. 
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9) Health professionals generally perceive a well-trained 
CHW as a hindrance or threat rather than a help. This 
is because they often demonstrate results superior to that 
of the professionals, demystify health and reduce people's 
dependency. This results in loss of practice in the 
private sector. It also creates surveillance and hence 
brings accountability in the normally unaccountable 
public sector. 


10) Semi-literate village women have demonstrated that in five 
years they could approach many of the targets set for Health 
for All by 2000 A.D. All this without any inputs in 
nutrition, water supply, sanitation and improvement in 
environment, and despite limited supportive services, 
opposition from the private as well as public health sector 
as also their local leadership and politicians! 


Such projects merely demonstrate that the ICMR/ICSSR 
Report's (1980) recommendations for health at the village level, 
where the majority of problems lie and where they should be 
solved, is not mere fanciful hypothesis. 


Conclusion 


Why is it then that the experience of Mandwa and similar 
t rojects have remained isolated and have had little impact on 
the health services of the country as a whole? To the casual 
observer this is particularly difficult to comprehend when the 
national policy continues to harp on Health for All through 
primary health care and community participation. Surely it is 
not lack of finances, because these projects are highly cost- 
effective; nor due to lack of manpower. Even though a part- 
time village health worker, known as a Health Guide (92% male), 
had been appointed by the government in the majority of our 
half a million villages, with the same objectives and a similar 
complement of supporting staff and services as at Mandwa, this 
has had little impact on the general health of our people. 
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The answer to these questions has also been provided by 
Mandwa. The extent of opposition to even such a small project 
from both the health as well as the local leadership and political 
structure demonstrates the emptiness of slogans such as "Health 
for All" or "Rural Development". In a democracy all programmes 
and activities are carried out in the name of the people and 
especially of the under-privileged. The fact that almost all 
benefits of development gravitate to the elite reveals the extent 
of the dichotomy between preaching and practice and this applies 
equally well to the field of health in both the public as well 
as the private sector. To the researchers Mandwa was an 
interesting experiment from its beginning in 1972 to its 
termination in January 1983. It provided a unique opportunity 
for those trained in modern hospital-based clinical medicine to 
understand and appreciate the entirely different problems of 
health and illness and the socio-economic and political factors 
underlying this. It also revealed how the commonest and even 
the most major killing and maiming diseases of our country can 
be controlled at remarkably low cost at the village and 
community levels by local workers supported by a very 
modest referral service. 


Little did we realize that the greatest achievement of the 
Mandwa experiment was in the field of health education, where 
a village woman, once convinced, could transmit the knowledge 
and technology to the rest of her community in a manner which 
no external media can ever hope to achieve. This demonstrates 
the importance of the cultural factor in communication. 


Mandwa was also a remarkable education for the city bred 
Staff trained in so-called high technology for diseases like cancer, 
heart diseases and stroke, for which little can be achieved by 
the latest glamour technology at very high cost. We now realize 
that this is very low technology when compared to that available 
for the communicable diseases like gastroenteritis, malaria, 
leprosy and tuberculosis. It taught us the difference between 
our education and theft intelligence; the confused state of the 
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former and the highly practical and straightforward approach of 
the latter. It has taught us not only an entirely new outlook 
on medicine and health but also profound respect and humility 
towards those who can survive under conditions where 
we would certainly perish. 


The Mandwa Project was not only supported by the Godrej 
Foundation but what was even more laudable was the personal 
participation of the late Mr. N. P. Godrej in the actual functioning 
of the project in the villages. 


Dr. N. H. Antia was the Founder and Director of the Mandwa 
Project. 


Table 2 
RATE OF BIRTHS, DEATHS AND 
INFANT MORTALITY (per1000 ) 


L; 


BIRTHS | DEATHS INFANT 
A MANDWA -1982 
Table 3 


SHIFT OF CASE-LOAD FROM 
DOCTOR TO ANM TO VHW 


DOCTOR 


76 77 78 79 80 81 82 83 
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Table 4 
LEPROSY CASE DETECTION 


63 

60 59 
TRAINED LEPROSY 
bi a TECHNICIAN 
40 a VHW 

Wa DOCTOR 
30 

3553 ANIM 
20 
10 
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Table 5 
RECURRENT EXPENDITURE 


Rs.8 /— per capita per annum 


SALARIES 


Rural Development through 
Total Health Care 


Col. Dr. T. K. Cherian 


The Tata Tea Limited is the largest integrated tea Company 
in the world. The company has 52 tea estates — 22 in North 
India and 30 in the South. The South India Plantation Division 
of the Company has estates in Kerala and Tamil Nadu. The 
Kerala Estates are at Munnar which has a permanent work-force 
of about 26,000 with a total population of around 100,000, 
including workers’ families and dependents. About 95% of the 
workers are from the neighbouring state of Tamil Nadu. There 
are 6 estates at Tamil Nadu also under the South Division. Since 
we are presenting a model for health care services for 100,000 
population, the scope of discussion here is confined to the 
facilities available for the 100,000 Munnar population only. The 
Munnar plantation is located in Kerala in the high ranges at an 
altitude isolated from the rest of the state. The annual rainfall 
varies from 130 to 800 cm. The Munnar plantation is divided 
into 24 estates, each at some distance from the other. Workers 
and managers live on their estates. ‘In addition to the permanent 
workers, the company engages a large number of temporary 
workers during peak seasons. These workers are engaged in 
growing tea plants, plucking of green leaf and manufacture and 
packaging of black tea as well as production of instant tea. In 
addition, the company is growing coffee, cardamom, pepper, 
mushroom, orange, eucalyptus and medicinal plants on a small 
scale. About 57% of the workers are females who are mostly 
employed in plucking tea leaves. The company philosophy 
includes commitment for their workers’ and families’ health, 
education and welfare facilities. This is the responsibility of 
the Medical Department. 


The Medical Department of the Plantation was started over 
a century ago and has undergone several changes since then. 
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In the eighties, based on the needs of the workers and their 
families, a policy of “TOTAL HEALTH CARE” was adopted 
by the Company. This needed sincere and whole-hearted efforts 
of all personnel of the department, as also the entire population. 


Plantation Labour Act, 1951 


There are some statutory requirements for the health and 
welfare of plantation workers by the above Act. This is one 
of the most comprehensive enactments for health care in India. 
It stipulates the following: 


Chapter III 


Section 8 - Drinking water 
9 (1)- Provision of latrines and urinals 
10 - Medical facilities 
Chaptcr IV 
Section 11 - Canteens 
12 - Creches 
13 - Recreational facilities 
14 - Educational facilities 
15 - Housing 
16 - Compensation in respect of accidents 
17 - Welfare officers 
32  - Sickness and maternity benefits. 


South India Plantation Division of Tata Tea is providing 
facilities far beyond the statutory requirements, which has been 
appreciated by the workers, trade unions and the State 
Government. 


Our Concept: of Total Health Care 


Our approach to health care goes beyond the age-old hospital- 
oriented approach of treating illness. What we have is a 
comprehensive scheme. Each permanent worker and his family 
has proper housing, smokeless chulhas, attached toilets and 
potable water supply. We have all the preventive and promotive 
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functions in addition to excellent curative facilities. The Estate 
managers and doctors and staff of the Medical Department, are 
involved actively in all activities besides welfare officers and 
link workers. 


A. Preventive and Promotive Health Care 


Our Community Development and Social Welfare Scheme 
effectively organizes and supervises the preventive and promotive 
aspects of health. We have a full time Medical Officer in charge 
of the scheme and he is assisted by a Welfare Coordinator and 
16 Welfare Officers. In addition, we have a band of link workers 
functioning as voluntary health workers, who are volunteers from 
the labour force. 


I. Maternal and Child Health Services 


Maternal and child health care is systematically and 
scientifically organized in all estates. Every pregnant woman 
is thoroughly checked and followed-up and seen through her 
pregnancy. Normal deliveries are conducted at estate hospitals 
which function as PHCs. Regular antenatal clinics ensure early 
detection of high risk pregnancies. Such high risk pregnancies 
are seen by the gynaecologist and safe management ensured at 
our General Hospital, if necessary. This has helped us in bringing 
‘the maternal mortality to nil in 1988 and 1990 while we lost 
only one case each in 1986, 1987 and 1989. Post-natal check- 
up is ensured also. 


Immunization 


Immunization against vaccine preventable diseases has been 
implemented with sincerity and dedication and we have 100% 
protection of all our population against these diseases. 


Nutrition 


We have successfully educated our population in the basics 
of balanced diet and how to utilize the locally available vegetables 
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and fruits effectively. The nutrition of the growing children is 
Closely monitored by the health team. We have been able to 
eliminate severe malnutrition. 


II. Family Planning 


We believe that the success of our health education 
programmes is shown in the ready acceptance by our population 
of the small family norm. They are aware of the advantages 
of a small family and come forward willingly for sterilization. 
Though the company provides monetary incentives, these are 
not the main factors in their ready acceptance. It is our 
observation that workers prefer sterilization, mainly post-partum. 
The younger population is increasingly adopting temporary 
methods of contraception. We received the FICCI Award of 
1989 for our Family Planning performance. 


Ill. Pre-school Education 


All estates are provided with creches. We have 129 creches 
for the 5,268 pre-school children of workers. Here we provide 
nutrition, pre-school education and complete health facilities, 
besides various recreational facilities including small zoos, 
aquariums, televisions and videos in some creches. Most of 
our female workers and even housewives prefer to use our creches 
for their children. 


IV. School Health 


We have 69 schools on our estates (some government aided) 
catering to a child population of 5292. School health is given 
top priority and each child is given a health card at entry to 
the school and is medically examined by doctors once in a year. 
The cards are maintained till they leave the school. This has 
helped in early detection and management of common minor 
illnesses. 
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V. Health Promotion Services 


The first level of input in our health services comes from 
our link workers. These are tea estate workers who have 
volunteered for this additional responsibility. Each link worker 
is given the responsibility of a group of households where he/ 
she lives. They give health information and guidance to their 
co-workers and families. This ensures one to one communication 
which we find better than sporadic lectures and demonstrations. 
We have regular film and video shows for entertainment 
interspersed with educational films which are found very useful. 
Today our population is quite aware about healthy ways of living 
and prevention of diseases. 


Health Exhibition : This is an innovation of ours which has 
proved to be of immense value. We organize exhibitions at each 
estate where, by means of audio-visual aids, we convey the 
message of health. Social dramas are organized during these 
exhibitions, which depict the ill-effects of alcoholism, smoking 
etc., convincingly and with good effect. An exhibition at these 
isolated estates is like a rural mela (fair) with milling crowds 
of workers and families, and has gained cases among the 
population. 


Health Information Service: We have a quarterly Tamil news 
magazine called “Puthuyugam” which conveys all relevant health 
information to our population. The “Letters to the Editor” section 
is one of the most useful feedback systems we have. Besides 
these, we also organize regular first-aid training for all categories 
of employees, special programmes for adolescents’ health and 
vocational training, including a disabled training centre. We have 
been also campaigning against alcoholism and smoking. 


B. Curative Services 


The Munnar medical establishment catering to about one lakh 
population, consists of one General/Referral hospital, 7 Group 
Hospitals (serving about 10,000 to 15,000 population each) and 
28 Estate Hospitals, each catering to one estate with an average 
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population of 2,500 to 3,000. Besides we have 2 dispensaries. 
Of our 27 Medical Officers, 14 are specialists. We have 257 
paramedical and other staff, besides 805 link workers who are 
non-paid volunteers from the work-force. 


There are six tea estates at Tamil Nadu, also under the same 
administration, with their own hospitals and staff. The Munnar 
medical establishment works in co-ordination with them and the 
Munnar hospital provides referral services to the Tamil Nadu 
State’s population also, in addition to serving the Munnar estates. 


Table 1 


Medical Infrastructure at Munnar 
Medical Establishment 


No. of Beds 
General/Referral Hospital 1 135 
Group Hospitals 7 194 
Estate Hospitals 24 295 
Dispensaries 2 9 
Total 34 693 

MANPOWER 

Medical Officers|(Specialists) No. | Paramedical No. 

-Surgery 2 Speech Therapist 1 


-Medicine 3 Welfare Co-ordinator 1 
-Paediatrics 1 Welfare Officers 14 
-Obstetrics and Gynaecology 2 Nurses 79 
-Anaesthesiology 1 Hospital Attendants 136 
-Ophthalmology 1 Laboratory Technicians 4 
-ENT 1 X-ray Technicians 3 
-Dental 1 Pharmacists 5 
-Dermatology os Total 243 
General duty MOs 13* 
Total 26 
Administrative No. 
Office Staff 6 
Ambulance Drivers 6 
Peons 2 
Total 14 
TOTAL MANPOWER 283 


Link Workers in 24 estates, 805 (approximate) inka 
Note : *Out of these, 7 are locally trained in various specialities 
and are capable of relieving the specialists. 
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Our ratio of manpower for 100,000 population is 1 doctor 
for every 2860, 1 nurse for every 1040, 1 welfare officer for 
every 6250. 


We have 8 beds for every 1000 population. 


I. General Hospital 

The General Hospital in Munnar is a full-fledged multi- 
speciality hospital catering to the needs of the company’s 
population as well as the community in the surrounding areas, 
including tribals in this remote district of Kerala. It is the major 
referral hospital for the Group and Estate Hospitals. It has 131 
beds distribution of which is given below : 


Surgical 34 Isolation 6 
Medical 26 ICU 4 
Obstetrics & Gynaecology 32 ENT 4 
Paediatrics & Skin 4 
Premature Baby Unit 20 Casulty 1 


In addition, this hospital is a true community hospital as it 
caters to the community needs in Promotive and Preventive 
Health Care by providing health information services, 
undertaking training and lecture demonstrations for all categories 
of personnel from doctors to link workers, and medical record 
keeping to facilitate health and research activities. 


This hospital caters to referred cases from our own Estate 
Hospitals as well as from outside and provides an efficient 
investigative as well as therapeutic services. We take on medico- 
legal emergencies of the entire population also. We have ensured 
that two-way traffic between General Hospital and Estate Hospital 
(which functions as a Primary Health Centre in its true sense) 
towards efficient utilization of the hospital beds available is 
achieved. This has increased the efficiency and prompt turnover 
of patients and has reduced the cost of health care considerably. 
This decentralization is the need of the hour in our country and 
is highly essential for rural development. 


It is our firm conviction that hospitals should be centres of 
excellence in curative care and also the nerve centres for 
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preventive and promotive care of the community, besides being 
training centres. 


The General Hospital has the following departments : 


Poly-Clinic : Our Poly-Clinic gives valuable out-patient 
services to all referred cases from our own estate hospitals as 
well as from outside. We provide multiple specialists’ 
consultations, laboratory, X-ray, ECG, ultra-sonography 
investigations and commencement of proper therapy on the same 
day. 


Department of Surgery : Department of surgery provides 
quality surgical services, particularly in cases of trauma and 
medico-legal emergencies. We undertake all types of major 
procedures in General surgery, Gastro-intestinal surgery, Plastic 
surgery, Orthopaedics and Cancer surgery. We have introduced 
endoscopy and laparoscopy services also. In 1990, nearly 2000 
surgical procedures were carried out of which about 12% were 
major and supra-major surgeries. 


Department of Medicine : Apart from treating routine medical 
cases, we have an Intensive Coronary Care Unit. We provide 
thrombolytic therapy with streptokinase and urokinase in 
myocardial infarction and our department is one of the very few 
which uses this modern therapy in a peripheral centre. 


Cardiac Clinic : We have a cardiac clinic conducted once 
in a month where we look after problems of congenital and 
rheumatic heart diseases and our registry now shows over 400 
patients. We refer patients requiring further evaluation and 
surgery to Sree Chitra Tirunal Institute for Medical Sciences and 
Technology, Trivandrum. 


‘Our acquisition of ultra-sound scanner with cardiac mode has 
further helped in detecting cardiac problems early. So far 35 
heart cases have been ultra-sonically screened. 


Department of Obstetrics and Gynaecology : More and more 
people are making use of this department. 927 operations were 
performed in 1990, of which 178 were lower segment caesarian 
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sections. We hardly refer any obstetric and gynaecological cases 
for treatment outside. All high risk pregnancies in the high ranges 
are seen by our gynaecologist and followed-up. This has reduced 
infant and maternal mortality. 


Department of Paediatrics : This department provides 
specialist services in neontology. Incubators and phototherapy 
units (to treat physiological jaundice) give valuable services to 
the premature babies and under-weight infants and help in 
reducing infant mortality. 


Our other departments are : Department of Anaesthesiology, 
Department of Ophthalmology, Department of ENT, Department 
of Dermatology, Dental Clinic, Speech Therapy Unit, and an 
X-ray Department. 


Thus the hospital is equipped to undertake all the curative 
functions and our outside referrals are almost non-existent. 


The General Hospital also houses the stores, records, 
laboratory and library. 


Medical Store : We have an excellent medical store which 
caters to all our sub-units with efficiency and cost-effectiveness. 
A Drugs Committee meets every quarter and all specialists are 
members of this committee. Cost-effectiveness is achieved by 
Strict discipline in indenting and distribution as well as 
prescriptions and record keeping. In addition to other drugs, 
over 85% of the accepted list of drugs are always available. The 
General Hospital has about 530 formulations, the group hospital 
has 120 and the Estate Hospital has about 100 formulations at 
any given time. 


Medical records : Detailed record keeping and data on medical 
welfare and other connected matters are up-to-date and are of 
immense value to the Company as well as for medical research. 
Records are kept at the General Hospital, Group Hospitals and 
Estate Hospitals and analysed individually as well as collectively. 


Laboratory : We have 4 qualified laboratory technicians who 
maintain high standard of performance at the General Hospital. 
Our laboratory is monitored by the Christian Medical College 


166 


and Hospital, Vellore, for quality control. Histopathology 
support is given by Cancer and Cytology Laboratory, Cochin. 
Besides this, all Group and Estate Hospitals have facilities for 
routine blood and urine examination. 


Library : We have a modern medical library in this remote 
area. We subscribe to medical journals, both Indian and foreign, 
and new medical books are added every year. 


II. Group Hospitals 


Group Hospitals cater to three to four estates, i.e. a population 
of 10,000 to 15,000. These are larger hospitals or upgraded 
Estate Hospitals, with resident medical officers and a bed strength 
of 20 to 40, with laboratory, labour room and operation theatre 
facilities. Here minor surgical procedures and family planning 
operations are done. These act as filter reference centres as we 
are utilizing the services of the specialist doctors right at the 
periphery. The distant group hospitals have ambulance facilities 
for speedy transportation of patients. These facilities are being 
Steadily upgraded. Both Group and Estate Hospitals receive 
convalescent patients from the General Hospital. 


Ill. Estate Hospitals 


These hospitals function as our Primary Health Centres, 
catering to 2,500 to 3,000 population. The average bed strength 
is 10 to 12, and having a labour room for normal deliveries. 
Minor surgical cases and FP operations are referred to Group 
Hospitals, while major cases are referred to the General Hospital. 
Larger estates have a Resident Medical Officer and small estates 
have visiting doctors. Resident nurses live in attached quarters 
and are in charge of the Estate Hospital. An Estate Hospital 
provides most of the curative facilities, leaving 3% to 4% cases 
only for the General Hospital. Here too the estate doctors are 
encouraged to justify any referred case. It provides comprehensive 
services, including monitoring expectant mothers and pre-school 
children, deliveries, immunizations, FP services and follow up 
of chronic and convalescent cases, besides health information. 
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All Estate Hospitals maintain high standards of efficiency and 
cleanliness and detailed records. They are true Primary Health 
Centres with two-way traffic to the General Hospital and back. 


The medical and nursing staff in the peripheral Estate 
Hospitals have been qualitatively upgraded and we now have 
estate hospitals with specialist medical officers. Similarly the 
nursing staff has been given in-house training to undertake the 
additional responsibility of preventive and promotive health care. 
All of them has been motivated to take pride in their job. They 
are encouraged to take an active interest in health promotion 
activities, link workers’ training and upkeep of their estate 
creches. 


Table 2 
Workload of Munnar Hospitals 


1986 1987 1988 1989 1990 

I. *General Hospital 
a) Outpatients 20691 21453 24978 26180 25080 
b) In-patients 4555 4572 4672 4975 4900 


(22.0%) (21.3%) (18.7%) (19.0%) (19.5%) 
II. **Estate Hospitals 
a) Out-patients 639942 613278 630838 634427 616350 
b) In-patients 17696 23847 20330 18494 19078 


c) Referrals to GH 3.2% 3.5% 3.95% 4.1% 4.1% 


* 


1) Only about 20% of all cases referred for specialist opinion/ 
investigation to General Hospital needed admission. 


** 2) Only 3-4% of total out-patients needed referral to General 
Hospital for specialist opipion/management. Rest were 
all managed at the Estate Hospitals (PHCs). 


3) The average stay of a patient in General Hospital was 5- 
6 days. 


These hospitals have beds, linen and other basic equipment 
similar to those available in the General Hospital. This has 
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provided confidence to the population in our medical network. 
In-patients of the Group and General Hospitals convalesce in 
these hospitals which are also nearer their homes, rather than 
in the distant General Hospital. This has helped reduce indirect 
cost on health care, and also enhanced the confidence and abilities 
of the medical and paramedical staff to function independently. 


Logistics of Decentralization 
The pre-requisite for decentralization is communication. 


Transport : We have organized adequate arrangements for 
transport of patients to the General Hospital and back by 
providing a fleet of ambulances which are located in the Group 
Hospitals. This ensures prompt transport of patients. 


Telecommunication : We have a very efficient in-house 
telecommunication network which is kept functional throughout 
the year in spite of inclement weather conditions. 


Decentralization of Administration : The responsibility of 
day-to-day running of the Estate Hospitals is given to the Medical 
Officers. The maintenance of these hospitals and discipline of 
the paramedical personnel are with the estate managers. 


Drugs supply system and inventory : The main medical store 
in the General Hospital caters to its 40 sub-units. Regular indents 
are received by this store which are scrutinised and supplied 
without delay. The cost of drugs and other items are debited 
to the estates concerned. Proper inventory control is ensured 
by provision of well-designed drug registers and other printed 
forms, which enable the Chief Medical Officer to keep a close 
watch on the drug movements and expenses on account of these 
items. Items on diet are procured by the estates individually. 
The diet specifications are laid down and uniformity is ensured 
by strict adherence to the instructions. A very high standard 
of diet is maintained in all Estate Hospitals, which is directly 
supervised by the Medical Officers. 


Supplementary meals are provided in the creches where also 
strict supervision and control are exercised. 
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In all these activities we have ensured the responsibility and 
accountability at every level. 


Recording Systems : We have an elaborate system whereby 
all details of day-to-day functions, supplies, besides all vital 
Statistics are recorded. 


Medical and Welfare Audit : maintaining accountability 


When we decided to upgrade this vast medical network, lot 
of inputs by way of money, manpower and material had to be 
provided and the expenditure on these was considerable. 
Naturally the question arose as how to monitor proper utilization 
of these inputs. It was then debated and decided that the entire 
exercise should involve the whole population — the management 
to the workers — and that accountability should be made 
mandatory. We decided to have Medical and Welfare audits 
conducted every year to go into the details of all the health and 
welfare activities and pin-point the accountability on success as 
well as failures in the implementation of the programmes and 
projects. For this we have devised a graded scale of performance 
for each estate. 


Medical Audit : An annual medical audit is done by the Chief 
Medical Officer when thorough scrutiny of all medical records, 
inventory of drugs and equipment and effective utilization of 
medical manpower are done. The best hospital is awarded a 
rolling cup trophy to encourage a spirit of competition. 


Welfare Audit : Welfare audit is arranged once in a year, 
when an outside agency consisting of an eminent medical 
professional of high standing conducts the audit of all our estates 
in all aspects of health care. He has got the freedom to look 
into any part of the estate, scrutinize documents and medical 
records and assess each estate and rank them. The best estate 
is awarded a rolling shield. 


These audits are taken very seriously by the top management 
of the Company, the object of these being apportioning 
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accountability at various levels of activities. It is possible to 
pin-point areas of excellence as well as weakness, thereby 
enabling the management to take corrective measures as and when 
required, These welfare audits have been conducted for the past 
Six years and have brought-in tremendous improvement in all 
aspects in all estates. So far we have been fortunate to get WHO 
Consultants for the audit. 


Management of Medical Manpower 


We recruit young medical officers with 2-3 years experience 
after graduation/post-graduation and orient them to our job 
requirements. They are trained in the General Hospital initially 
and motivated to undertake their new role in total health care. 
They are located in the estates where they have reasonably good 
accommodation close to the hospital for effective control of the 
medical set-up. They are provided with adequate quarters, 
transport and transport allowances. Since upgradation of this 
department, all our medical officers are in the management cadre. 
They are fully involved in all activities of the estate and are 
considered very valuable members of the Tata Tea family. 


Medical Officers’ Selection and Training : We have been 
able to bring in the concept that every medical officer is a 
generalist first and then a specialist. The doctors are trained 
for their role by way of individual coaching sessions, periodic 
group discussions and regular conferences of the Chief Medical 
Officer. They are given training in the basics of medical 
administration and record keeping. Those general duty medical 
officers interested in specialized training are given opportunity 
to get practical training in the field of their choice in the General 
Hospital initially and: thereafter at centres of repute. This has 
helped in our decentralization efforts tremendously. 


We now have a second and third line in all specialities so 
that the specialists can be away without the problem of relief. 
These medical officers have come up to a very high standard 
of efficiency and confidence. This has encouraged a number 
of them to stay on in the periphery. 
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Our General Hospital has now been approved as post-graduate 
training Centre by the National Board of Examinations, New 
Delhi, for all major disciplines. 


Continuing Medical Education : We have journal clubs and 
clinical meetings every fortnight and attendance at these are made 
compulsory for all doctors. Our library is well-stocked with 
all modern medical books and journals. Topics of interest are 
discussed at the Journal Club while interesting cases are presented 
at the clinical meetings. We arrange seminars and symposia 
periodically and invite specialists from outside to address us. 
This has enabled our own doctors to be updated in their 
knowledge. 


Research Cell : We undertake clinical research in subjects 
of topical interest. We have already undertaken a number of 
such projects, some of them major ones, like study on goitre 
and early detection of cervical cancer in women, which are 
supported by the International College of Surgeons (Indian 
Section). 


Professional Conferences : We have hosted two surgeons’ 
conferences and one physicians’ conference during the past six 
years. All of them were well-attended. 


In addition, our specialists are encouraged to attend scientific 
conferences, both national as well as state level. We have already 
presented 40 scientific papers at these conferences. 


From our experiences we can say that our medical education 
should aim at producing more generalists, including general 
physicians and general surgeons, who can tackle majority of the 
problems in the periphery itself. It is our experience that 95% 
of all problems, even those needing tertiary surgical ‘care, can 
and should be tackled in the periphery itself. This will also 
bring in savings in health expenditure. It will also reduce the 
work-load at the district hospitals as well as medical colleges 
which will then be able to fully justify their role of teaching/ 
referral hospitals. 
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Management of Nurses 


It is very difficult to attract qualified nurses to the periphery 
unless they are assured job satisfaction and personal safety. In 
Our set-up, we have been fortunate to have qualified nurses 
Staying on and making a career with the company. This is 
due to the fact that some of them are wives of our staff members. 
Even those young nurses who join us have a chance of getting 
married to one of our staff. 


Training : Once a nurse joins us, she is given few months 
of intensive training in the General Hospital with occasions to 
do short stints in the Estate Hospitals. They are fully motivated 
to take on their new responsibility of total health care and before 
confirmation they are again given tests to assess their knowledge 
and suitability. Only then are they confirmed and posted 
independently in the Estate Hospitals. 


Continuing Nursing Education : We have one full day update 
session for the nurses conducted once every three months at the 
General Hospital. At the end of each session they are required 
to take a test. The nurse who scores the highest mark at this 
test is rewarded. Topics of practical importance are covered 
during these sessions which have become very popular with our 
nurses, who can now be compared with the best anywhere in 
the country. 


Nurses’ Conference/Training Courses : Like medical officers, 
nurses are also encouraged to attend conferences and short 
training programmes outside. We send 2 to 4 on such training 
every year. 


Nurses education in India : Our nurses come out of the nursing 
schools and colleges with hardly any knowledge of community 
medicine. It is interesting to observe the ignorance of our nurses 
on simple matters of hygiene and sanitation and immunization 
or even rehydration, when they appear for our interviews. It 
is time that our nursing schools pay attention to the ground 
realities in our country, particularly in rural areas, where even 
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the presence of a well-qualified and trained nurse will make a 
difference of life and death of the women and children. Nurses 
need proper practical training in community health. 


Cost of Comprehensive Health Care at South India 
Estates 


We have been monitoring the cost of health care very closely. 
At Munnar about 45% is spent on infrastructure/establishment, 
about 25% on drugs about 8% on transport and the rest of the 
expenditure is on miscellaneous activities from health 
information to specialist services. 


At Munnar the per capita recurring expenditure per year is 
Rs. 120/- per annum for one lakh population, excluding doctors’ 
salaries. If the proportion of expenditure at each level i.e. Estate 
Hospital, Group Hospital and General Hospital is examined, we 
find that almost half of the total expenditure is at the General 
Hospital (48%), followed by the Estate Hospitals (35%) and the 
Group Hospitals (16%) 


Table 3 


Proportion of Expenditure 


Estate Group General _ Total 

Hospitals Hospitals Hospitals 
Establishment 
Medical Staff 
(except doctors), 
salaries & allw., 
Attenders’ and 
cooks’ wages 17.16% 8.32% 18.87% 44.35% 
Drugs 8.02% 3.30% 12.50% 23.82% 
Transport & 
Communication 1.77% 0.74% 5.24% 7.75% 
Diet (Feeding 
patients) 6.66% 2.74% 5.68% 14.08% 
Others (Family 
Planning, upkeep, 
building, etc.) 2.26% 0.93% 681% 10.00% 
ne x ON, OU BE 
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Problems of Setting Up a Medical Centre in Rural India 


It is not easy at all to establish a viable medical centre in 
rural India unless there is a will on the part of the management 
(or Government) to provide adequate infrastructure and sustain 
the same. There should be readiness to combat vested interests. 
Facilities like accommodation and transport are essential and they 
will indirectly help in rural infrastructural development also. 
Appropriate medical and nursing manpower must be attracted 
to the periphery for this is the first prerequisite in providing job 
Satisfaction and job security. Leisure activities and adequate 
schooling facilities are important. Two way communication must 
be in the organizational culture. Regular meetings, delegation 
of power and regular circulation of information besides updating 
knowledge are important. 


The late Col. Cherian was a medical doctor who had served in 
the Indian army, and later as Chief Medical Officer of the Medical 
and Welfare Department at Tata Tea Estates, Munnar. He expired 
within a month of writing this chapter. 
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Appendix | 


Vital Statistics (Munnar) 
eee 


(1) BIRTH RATE : 


1987 18.5/1000 
1988 17.9/1000 
1989 17.2/1000 
1990 17.03/1000 
Kerala 1988 21.3/1000 
India 1988 32.0/1000 
(2) DEATH RATE : 
1987 3.72/000 
1988 3.60/1000 
1989 4.20/1000 
1990 3.6/1000 
Kerala 1988 6.0/1000 
India 1988 10.80/1000 


(3) MATERNAL MORTALITY RATE : 


1987 0.54/1000 
1988 0.0/1000 
1989 0.85/1000 
1990 0.0/1000 
India 1988 4.00/1000 
(4) INFANT MORTALITY RATE : 
1987 43.7/1000 
1988 34.8/1000 
1989 23.8/1000 
1990 19.84/1000 
Kerala 1988 26 .0/1000 
India 1990 83.5/1000 
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RUHSA 
Strategies for Health Changes 


Dr. Rajaratnam Abel 


RUHSA was started as an inter-sectoral primary health care 
programme of Christian Medical College (CMC) and Hospital 
at K. V. Kuppam in Tamil Nadu in 1977. This was an attempt 
of CMC in serving the rural population in its immediate vicinity. 


The underlying philosophy in starting RUHSA was the basic 
principles of Primary Health Care which were being discussed 
when RUHSA was Started. Therefore, right from the beginning, 
for RUHSA equal emphasis has been provided to both health 
and development with heavy emphasis on the social science 
component. 


However, due to a lack of proper understanding at that point 
in time of the social sciences input on health, these inputs were 
not clearly defined in terms of objectives or in terms of emphasis, 
whereas health indicators were very clearly defined. Health 
activities were very well planned right from the beginning. This 
difference in clarity in the understanding of health over 
development in addition to RUHSA being a part of a premier 
medical college and hospital, gave the health component of 
RUHSA a much better lead. Therefore, over a period of time 
it was easier to assess and evaluate the health outcomes and 
outputs than the developmental outcomes. 


Health Infrastructure 


The infrastructure consists of a village level health volunteer 
serving a population of approximately 1000 persons. This 
volunteer is always a female and is called a Family Care 
Volunteer (FCV). Her primary role is to educate the community, 
motivate the mothers to utilize the health services and provide 
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minimum curative services, primarily traditional. Literacy is not 
an essential! criterion for her selection. 


The Family Care Volunteer is supported by a female Health 
Aide, also a volunteer, and a male Rural Community Officer 
(RCO), a full-time staff. While the Health Aide supports the 
FCVs in their health work, the RCO supports in the process 
of community organization and participation. Both support in 
the recording and reporting of vital events. Besides support to 
health inputs the RCO is also involved in the development 
activities. Together both of them cover a population of 
approximately 5000-7000 people. Each such unit is called a 
Peripheral Service Unit (PSU) with a total of 18 such units for 
the entire block. In addition each PSU has one village health 
guide, one women’s education volunteer and two animators (one 
male and one female) for adult education. 


The Central Service Unit (CSU) is the headquarters for the 
programme and caters to above 100,000 population. The CSU 
has a 60 bed health centre manned by various levels of personnel. 
The specialists in the areas of development also operate from 
the CSU. In addition, overall administrative and logistic support 
is also provided from CSU. 


Health Workers 


The following level of health workers provide the service 
delivery. 


1. Doctors 


Post-Graduates : They primarily serve at the referral centre 
in areas of obstetrics, surgery, public health and paediatrics. The 
average Stay for this, level of Doctors is 3 to 5 years. 


Graduates : Their primary place of work is in peripheral 
clinics. Since they find their posting dull and boring they spend 
some time at the referral centre in \andling obstetrics, surgery 
and emergency care. The average stay for a graduate doctor 
‘is only 1 to 2 years. | 
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2. Nurses 


There is an entire range of nurses working at RUHSA. Against 
each level of nurse is shown the duration of stay at RUHSA. 


MPHW 7 - 10 Years 
Certificate 3 - 5 years 
B.Sc. 2 - 3 years 
M.Sc. 1 year 


Since the work pattern of primary and secondary health care 
is repetitive, not requiring highly skilled personnel, the first two 
categories have been largely accepted by doctors in general. 
However, the nursing professionals have been totally against this 
promoting nurses with higher qualification in situations where 
those with lesser qualification will probably do a better and long 
lasting job. This conflict has not been solved. This issue may 
have to be addressed at other fora. 


3. Rural Community Officers 


These are male graduates, primarily of social sciences 
background, trained in basic principles of health care delivery. 
Their primary role is in community organization and to ensure 
community participation. This is one of the few male staffing 
positions with certain defined non-health tasks being provided. 
These were fairly stable workers with limited turnover. 


4. Health Aide 

A female volunteer, the Health Aide is from the area she 
serves. Her primary function was to support and supervise the 
Family Care Volunteers numbering about S to 7 for each Aide. 
They also helped in the recording of vital events. Usually they 
were unmarried girls and had a heavy turnover. 


5. Family Care Volunteers 


These formed the most peripheral or frontline workers in 
health. Each one served a population of about 1000 persons 
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or 200 families. They were selected along with the community. 
They were always females, mostly married, may or may not be 
literate. This level had the least turnover. 


Transport — Mobility 


This is the key to successful work in rural areas. A fleet 
of vehicles has been available to transport the health and 
development workers and supplies. Motorbikes have been made 
available to middle-levels of supervisory staff. The RCOs have 
used cycles. Providing adequate transport facility is very vital 
to sustaining the motivation of staff, especially the ones who 
have to cover large distances. 


Health Inputs 
Service Programmes in the area of health include : 


- Maternal services 

- Under-2-year-old services (Immunization and growth 
monitoring) 

- Family planning 

- Low Cost Curative Care 

- Nutrition Education 

- Tuberculosis Control . 

- Oral Rehydration in Diarrhoea 

- Community Ophthalmic Services 

- Community Rehabilitation 


Development Inputs 


Development inputs include economic and banking support, 
women’s education, adult literacy, vocational training, social 
rehabilitation, agriculture and animal husbandry, and energy in 
the form of bio-gas plant construction. The staff and budget 
allotted for this development side are considerable and almost 
equal the health infrastructure. Whil health services have been 
extensively described here development activities constitute an 


important component of RUHSA’s inter-sectoral primary health 
care. 


180 


Demystification of Health 


The way RUHSA was planned and implemented was to 
provide professional and managerial expertise in the rural areas 
in health and development. This has meant that problems are 
identified and prioritised and appropriate solutions provided in 
which the community is also involved. Demystification of health 
was only one of the processes involved in the overall plan. This 
can be best illustrated by a few specific examples. 


Four villages surrounding the RUHSA headquarters were 
provided regular MCH care for nearly 25 years prior to RUHSA 
being established. This included a 6 bed Rural Health Centre 
with a delivery unit and a surgical unit for tubectomy operations. 
There were regular weekly peripheral clinics in each of the 4 
villages where antenatal care for pregnant women and 
immunization for children were provided. Almost all deliveries 
were attended at home by a trained staff nurse/student nurse. 


In spite of this heavy input a study done in about 25 villages 
showed that there was no difference between these 4 villages 
which received heavy input and the others without these inputs. 
There was always a question why this was so. 


In discussing with various persons it was identified that even 
though trained health workers provided health education and 
service, it was the traditional birth attendant in each village who 
held sway. It was whispered that the general message given 
by these TBAs was that the nurses were from outside who came 
only once a week to the village, but that it was the TBAs whose 
help would be sought whenever the mothers needed help. 


When RUHSA was started in 1977 it was possible to identify 
the answer. In its second year of operation RUHSA, along with 
the community, identified and selected village level health 
workers for its service programmes. When the VLWs from these 
4 villages were selected for training the following question was 
put to them very clearly — “Did you contradict the health 
education provided by the nurses after the team left your village?” 
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The answer was in the affirmative. It indicated the strength of 
the traditional influences. 


These VLWs were then asked to solve a major cultural 
problem that was affecting health. There was a measles epidemic 
at the time of the training of this same batch. Many children 
were dying. Any amount of education could not motivate the 
parents to bring the children for treatment to the health centre 
due to strong traditional beliefs. After describing the details 
of measles, its complications and how to prevent deaths the 
VLWs were asked how they would educate the community. 
Based on the descriptions given they gave the following reply: 


“When Mariamman goddess (the supposed cause of measles) 
strikes with measles the fever lasts about 5 days. If the fever 
continues beyond 5 days or after the rashes appear then that fever 
is not caused by Mariamman, but it is another disease. Such 
children must be taken to the doctor.” Correct education helped 
us to Overcome a tremendous cultural problem. 


Another area has been in training TBAs. Today it is the 
accepted norm. However, in late 1970s many professionals were 
against training TBAs. However, once the medical profession 
changed its attitude and started training them the process was 
easy. TBAs would be trained at the bedside just like nursing 
and medical students were trained. They were permitted to stay 
beside the patient. Instead of being considered a quack she was 
respected as a member of the health team. 


Immunization used to be another difficult area in the early 
days. Even with VLWs' education the changes were slow in 
the beginning. In one village only the lower socio-economic 
groups (Harijans) accepted immunization. The better-off in main 
village people refused. During the next epidemic the children 
of the Harijan area were free of whooping cough while the main 
village children had the disease. This practical demonstration 
was picked up by the VLWs to motivate the main village mothers 
also to accept immunization. 


Anti-Tuberculosis Programme proved to be an interesting 
area. All VLWs were trained on the symptoms, signs, 
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complications and treatment of tuberculosis. A year later the 
understanding of these VLWs was evaluated by the physician 
from UK. He remarked that the knowledge on tuberculosis 
among these workers was more than what is generally observed 
in medical students from UK. 


In all these experiences it is clear that by demystifying health 
care and making it simple, it was made easily acceptable and 
brought about quick changes in the community. 


Experiences in Community Participation 


Community participation in health has been poorer than in 
development programmes. It tends to follow a certain pattern 
in health: 


1. Community leaders invite the health team to their village. 


2. They (usually the rich) provide a building, usually free of 
cost, for running the clinic. 


3. Once the clinics get established they expect something in 
return for the free building. This takes the form of free 
medicines for the donor's family members, then his relatives, 
and finally to anyone whom he recommends. 


4. The health team begins to be unhappy with this type of 
hospitality and begins to respond either by moving away 
or by paying rent for the building. 


Very often the programme gets tied up with the “free provider 
of a building” and deeper community participation does not build 


up. 
When the.services are good people are prepared to pay for 
them although all cannot afford the full costs. 


Forming of health committees is‘useful. At least in the early 
stages the relationships are good. However, it often ends up 
as asking and receiving of benefits and services, if not carefully 
nurtured, and the purpose and methodology clearly defined. 
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Comprehensive Health Care 


Being a Primary Health Care Programme RUHSA has been 
actively involved in preventive programmes. Prevention includes 
immunization programme and antenatal care for women. The 
data on impact shows the full effectiveness of the prevention 
programmes. 


Curative service is provided in a need-based manner. Low 
cost Curative programmes are provided through 16 peripheral 
Clinics as well as a base health centre. This provides for common 
medical ailments, tuberculosis, cataracts, deliveries, emergency 
care, etc. | 


Health and nutrition education formed the sheet anchor of 
promotive services. Educating the entire community in principles 
of ORT in diarrhoea and nutrition has been taken up in a 
systematic manner. 


Rehabilitation is regularly carried out for the blind, physically 
handicapped and the severely malnourished. All these are 
community based programmes. In addition post-poliomyelitis 
paralysis rehabilitation is co-ordinated effectively at primary, 
secondary and tertiary levels of care. 


Impact 


The following data show the changes through select 
indicators : 


In 1983, a major evaluation of the programme was carried 
out and RUHSA was officially made a Department of Christian 
Medical College and Hospital. The following observations are 
made on the basis of the 1983 evaluation and other data available 
with RUHSA. 


1. Birth Rate decreased from 36 to 24 per thousand. 

2. Death rate decreased from 15 to 8 per thousand. 

3. Infant Mortality Rate decreased from 116 to 70 per thousand. 
4. Immunization coverage rate in 1983 : 70-80 per cent. 
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5. Severe malnutrition (measured by Arm Circumference) : 
decreased from 26% to 7%. 


6. Literacy Rate increased from 52% to 60%. 


Birth rate, infant mortality rate and crude death rates have 
been reduced. There is increased acceptance of family planning 
services resulting in increased couple protection rate (52.4% in 
1990). The sex ratio appears to have a positive change (1011 
female per 1000 males in 1990). 


Occurance of Poliomyelitis shows the greatest decline 
touching zero in 1990-91. Similarly tetanus neonatorum has 
also reached zero levels; measles and whooping cough also near 
zero levels. 


Nutritional status also shows very positive changes in the 
areas where interventions were carried out. Immunization 
coverage for DPT third dose was above 80%, measles above 
80%, BCG above 95% and antenatal coverage above 85% in 
1990. 


Baseline data has been obtained for chronic degenerative 
diseases to help plan intervention programme. 


Service statistics indicate an increased utilization of health 
care services at all levels. 


What is the amount which the community is prepared to pay 
for the services received? This has to be looked at for different 
levels. Would the community be prepared to pay for the services 
of a village level health worker? Are the capability and the skills 
of this worker adequate for the community? Similarly the 
question could be asked relating to the services of the Traditional 
Birth Attendants. Will the community reimburse their services 
in terms of time and opportunity of Traditional Birth Attendants 
used in the delivery services? People do not necessarily attach 
great value to these services although they are important. 


Another emerging area is the role of private practitioners and 
the payment for their services. Increasingly, patients are visitine 
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the private practitioners and paying large amounts for their 
services. The patients seem to be by and large satisfied with 
the services provided by these medical practitioners. Very 
gradually these medical practitioners are moving on into rural 
areas and providing services in an ongoing manner and meeting 
the needs of people. In many small villages private practitioners 
have come and established themselves and are providing regular 
service for which people are paying, very often without any 
hesitation. Very definitely this could be one area through which 
self-reliance could take place without much public investment. 


Another related area is that of the Government health 
infrastructure. Since the health infrastructure is part of a public 
action service provided by the Government and it is paid for 
by the people’s tax money, an efficient Government infrastructure 
could also be considered as self-reliance of health care delivery. 
The total ignorance of people relating to health needs, specially 
immunization and antenatal care, delivery services, etc., is 
remarkable. If suitable knowledge could be provided and the 
demand for service increased then a self-reliant system will ensure 
that necessary supplies are adequately provided to meet the 
demands. 


People's Health Seeking Behaviour 


It is necessary first of all, to create an awareness of the health 
problems, follow-up with sufficient knowledge relating to their 
health problems and their solution, and motivating the individual 
to have a desire to be healed so that he will seek health services 
where available. Health education thus plays a vital role if people 
are to take care of their own health. 


At this point the choice of the individuals will be influenced 
by the economic situation of the individual and family as well 
as the available health services. Distance also begins to play 
a part at this stage. The reputation of an individual practitioner, 
organization as well as the quality of services provided by such 
persons also influence the health seeking behaviour of the 
community. 
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Problems and Conflicts 


1. Staff Turnover : One of the biggest problems faced in 
providing primary health care in rural areas has been the very 
rapid staff turnover. This is particularly true at the mid- 
professional level where an individual, before settling down either 
in family life or in professional life has a desire to complete 
post-graduation and other relevant training. Therefore till this 
change takes place staff tend to keep moving from place to place 
trying to achieve higher education. 


2. Team Spirit : Primary health care assumes a working 
. relationship that involves an inter-sectoral approach, which means 
working with professionals of different service sectors. However, 
to achieve this type of team spirit and co-ordination between 
staff is very difficult. Invariably doctors tend to dominate and 
yet they are ignorant of much of the aspects of the development 
side. It is necessary to actively promote and nurture a team 
spirit among different personnel to achieve a good working 
relationship. 


Costs 


Having described such a programme it is important to indicate 
the costs. The total operating cost of RUHSA, including all 
direct and indirect costs, works out to about 5 million Rupees. 
This works out to little less than Rs. 50/- per person or about 
US $ 2.5 (1990 levels). RUHSA’s health services alone cost 
Rs. 20/- per person per annum and the addition of government 
health services would increase it to Rs. 30/- per annum. 


Lessons Learnt 


1. When education precedes any services provided, the 
community is better able to utilize the services efficiently. 


2. There must be a proper balance in mecting health and 
development needs in rural areas. 
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3. There is a role for both government and voluntary agencies 
in promoting rural health and development. 


4. The absence of good marketing services in rural areas is 
a factor that hinders economic development. 


5. Community participation is essential in decision making. 
Further research and study is needed on effective forms of 
community involvement. 


6. For best results, the optimum size for integrated health and 
development programmes would be a Block. 


7. Injectable Polio vaccine has proved useful in controlling 
polio in K.V. Kuppam. Its impact over a long period of 
time needs to be assessed. 


8. Growth monitoring by weighing children every month may 
not be appropriate for rural areas. It may also be useful 
to consider the monitoring of children’s growth by the 
mothers themselves. 


Dr. Rajaratnam Abel is the Head of RUHSA Department, 
Christian Medical College, Vellore. 
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Government or People ? 


Experiences of Research and 
Health Care in Gadchiroli 


Drs. Abhay and Rani Bang 


An infant died of pneumonia at Gadchiroli, headquarters of 
a remote tribal district in Maharashtra State. He was son of 
the Chief Executive Officer (CEO), I. A. S., of Gadchiroli Zilla 
Parishad. His pneumonia could not be treated in the government 
hospital at Gadchiroli because there was no pediatrician there. 
The child was rushed to the nearest city but died on the way. 
Most of the government officers did not bring their families to 
Gadchiroli. “Even the son of the CEO did not receive treatment 
for pneumonia here,” they said. This was in 1985. 


Today the village health workers and illiterate Dats (TBAs) 
are successfully treating children with pneumonia in an area of 
58 villages as a part of community based research conducted 
by SEARCH. More than 2000 cases of childhood pneumonia 
have been treated by these workers with less than 1% case fatality 
—a record that would make even a doctor proud ! 


An Outline of the Activities of SEARCH 


1) Community based rural health care in 58 villages 
(population 48,000) through the village health workers called 
Arogya Doots (literally means health messengers) and Dais 
trained and equipped by SEARCH (Society for Education, Action 
and Research in Community Health). In addition to treating 
gommon illnesses, conducting deliveries, and providing health 
education, these workers also diagnose and treat childhood 
pneumonia and gynaecological diseases of women. When 
necessary, they refer cases to SEARCH hospital. 
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2) Referral service through a small hospital run by SEARCH. 
People from 7 blocks of two districts avail of this service. About 
10,000 patients get health care every year. Ambulance service 
to villagers is made available on demand. 


3) Training of Arogya Doots and Dais, nurses, village women 
and leaders. 


4) Health education in villages. 


5) Research on women’s health, child mortality and tribal 
health. 


6) Mass awakening and people’s action on the issues of 
alcoholism, forest related issues, tribal development. 


The Team 


SEARCH is a team of 20 full-time workers. Besides the 
two of us, this includes, two doctors, two nurses, lab technician, 
statistician, computer programmer, 5 field supervisors, a female 
social worker, an anthropologist and office and support staff. 
The community based workers include 43 Arogya Doots and 
90 Dais. 


Finances 


SEARCH has been supported by Indian Council of Medical 
Research, The Ford Foundation, OXFAM, Ashoka Foundation 
and the fee collected in the hospital. A total of 5 million rupees 
were spent in 5 years for health care and research work. 


The Area 


Lord Rama was the first Aryan king to have entered the ancient 
Dandakaranya forest in the-central part of India. The forest still 
remains, inhabited by the Gond tribals. About 1000 kms. away 
from the State capital, Bombay, and bordering with the famous 
Bastar region, this is the most backward area in the state of 
Maharashtra. To speed up the process of development a new 
district, Gadchiroli, was created in 1983. It is 300 km. long 
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with 60% of the land covered by dense forest, traversed by rivers 
and rivulets with poor roads and communication. Literacy rate 
is 22% but only 11% in females. 80% of the population lives 
below the poverty line. 


The district is a meeting point of 3 states — Maharashtra, 
Andhra and Madhya Pradesh — 3 languages and two types of 
ethnicities. Out of a total population of 6,30,000 about half 
is tribal, predominantly Gond, living in the forest. Though 
modern medicine is becoming popular, they primarily resort to 
herbal medicines and magic cures. Once in a while human 
sacrifice is practiced. Alcohol is their main weakness. The 
remaining half are non-tribal Hindus who live in agricultural 
villages. Traders, money-lenders, forest contractors and 
government servants have penetrated the area under the name 
of development and have ruthlessly exploited the tribals and the 
forest. No wonder that an ultra-leftist Naxalite organization is 
extremely powerful in the district, practically running a parallel 
rule. 


Origin and History of SEARCH 


SEARCH was founded in 1985 as a public trust and we 
chose Gadchiroli district for its work. To begin with, two 
guidelines were set for the activities of SEARCH. One, SEARCH 
should not attempt to develop a comprehensive health care 
programme which would unnecessarily duplicate government 
programme of Primary Health Care. If necessary we should 
supplement the government efforts but not substitute it. Second, 
SEARCH should concentrate on research. Shorn of its elitist 
connotations, to us it meant, to identify unattended health 
problems of the people and to develop new solutions appropriate 
‘for the rural and tribal populations. 


Gadchiroli was chosen primarily because of its extreme 
backwardness, where the health care was still undeveloped. The 
idea of living and working for the tribals was inviting. The 
Government of Maharashtra had promised the use of its service 
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infrastructure in Gadchiroli for the activities of SEARCH. That 
was a bonus. 


We moved to Gadchiroli in June 1986 with two children, 
3 workers, an ambulance, a truck-load of luggage, mostly books, 
and lots of ideas. A local citizen vacated his godown and gave 
us rent free accomodation, where we established our office, 
training and research centre. The floods in the next month were 
so heavy that for seven days Gadchiroli was cut off from rest 
of the country. Our house was an island amidst water. In the 
next month - the lean season - people collected grass seeds as 
food for survival. The month was appropriately called Haduk 
Mah (month of bones). The real meaning of ‘backwardness’ and 
‘poverty’ of Gadchiroli was gradually unfolding. We soon 
launched the first and the most disastrous experiment of 
SEARCH. 


Experiences of Government Health Care 


The Collaborative Experiment 


Government health services are run at public cost and are 
spread widely. If these could be improved the benefit to people 
would be enormous. With this rationale we decided to join hands 
with the government in response to an offer made by the Public 
Health Secretary of the Government of Maharashtra. SEARCH 
accepted responsibility of (1) Running two Primary Health 
Centres in Gadchiroli taluka; (2) Providing speciality clinical 
services at the district hosptial, Gadchiroli and (3) Introducing 
administrative reforms in these institutions. The personnel and 
finances would belong to government but we were given some 
powers over the staff. 


Though the decision was taken at a very high level in the 
government, involving 2 ministers and 3 secretaries, the ground 
realities were different. We were supposed to operate in the 
district hospital through the civil surgeon. But no civil surgeon 
would stay at Gadchiroli. The average monthly stay of the last 
3 civil surgeons was 5 days. Then one fine morning the civil 
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Surgeon was caught red-handed by the anti-corruption squad 
while taking a bribe. Though we did not play any role in that, 
many officers thought that SEARCH might have engineered this 
arrest to clean the administration. 


Absenteeism of government doctors was rampant. One day 
all eleven doctors including the civil surgeon and his deputy 
were absent and one of us was the only doctor working in the 
hospital. The system had found free substitute labour in the form 
of a voluntary organization. 


But the exerience with ANMs and multi-purpose workers was 
better. By giving them training, increasing their curative role 
to respond to people’s felt needs, giving them an opportunity 
for open discussion and due respect, their self-esteem and interest 
in the work was enhanced. Within one year functioning of 2 
PHCs attached to SEARCH improved and they started ranking 
top in the district. People from the adjacent areas often 
approached SEARCH and suggested that SEARCH should take 
up PHCs in their areas too. 


The clinical care and atmosphere in the district hospital 
improved. Speciality care was started, drug supply and food 
supply were regularized. As a result the patient attendance 
increased by 50%. Some of the observations of patients were 
“Earlier even a sweeper didn’t give bed pan unless paid 50 paise. 
Now no one asks for money”. Or, “Now patients come to this 
hospital with the hope of survival rather than of dying.” 


Pleased with the results, the health minister of Maharashtra 
publicly praised SEARCH at Gadchiroli and announced on the 
floor of the State Assembly that the government was willing 
to entrust the responsibility of government hospitals and PHCs 
in the difficult areas to other voluntary Organizations also. 


In spite of the initial success, or probably because of it, the 
non-co-operation and resistance from the health department went 
on increasing. Understandably the department did not relish the 
idea of a voluntary organization being brought in to ‘meddle’ 
with its functions. It was an encroachment on its sovereignty 
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and, if successful, it threatened to become a trend. When we 
were firmly convinced that the heatlh department looked at the 
experiment as an adversary and was in no mood to learn from 
it, we decided to discontinue it, two years after it was started. 


The people in Gadchiroli were also not involved in this effort 
to bring a positive change in the government institutions. Though 
they benefitted from SEARCH’s presence in the district hospital 
or PHC’s, for them we were a passing phenomenon like a good 
officer who, usually, was soon transferred. Moreover, as a result 
of our closer identification with the government, people believed 
that SEARCH was a new government department and we were 
paid government officers. This belief changed their attitude and 
outlook towards SEARCH. For a voluntary organization this 
could result in suicidal alienation from people. 


Organizational Problems of Government Health Services 


Those two years offered us an opportunity to observe from 
inside the functioning of the government health services. Besides 
well-known ills like favoritism, red tape, corruption and 
false reporting of target achievements, we found two major 
problems : 


1) The health department was working not to meet the felt 
needs of the people but to meet its own goals. Thus, though 
morbidity and mortality were rampant in Gadchiroli district and 
very basic health care needs of the people were unmet, the entire 
health care machinery was relentlessly driven to achieve targets 
of family planning. The performance in family planning of this 
very backward district was the best in Maharashtra for 3 
successive years when the state itself ranked top in India. There 
was no dialogue with the people about their health problems 
and needs. 


2) The decision making in the department was extremely 
centralized and the hierarchical relationship was very 
undemocratic. 
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As a result of these two problems the people as well as the 
Staff did not identify with the activities of the health department. 


Having realized that the government health service was unable 
to deliver the goods and that we could not change it from inside, 
we decided in 1988 to severe our links with government 
programmes and work directly with the people. What follows 
is an outline of SEARCH programmes and major areas of 
experiences of working with the people directly. 


(A) Research with People 


We shall discuss two research experiences. 


1. Community Based Management of Childhood 
Pneumonia 


Pneumonia is responsible for 25-30% of childhood deaths 
in the developing countries, killing about 5,00,000 children in 
India and about 4 million in the world. SEARCH first trained 
Arogya Doots in 43 villages to meticulously record respiratory 
infections in randomly selected 700 children in their villages. 
It was estimated from this that, in a year, each child suffered 
from 6 attacks of upper respiratory infections and one in every 
eight developed pneumonia. 


SEARCH subsequently developed an approach to educate 
rural parents to suspect penumonia in their child and seek care 
at the early stage. Arogya Doots, Dais and PHC nurses were 
trained to diagnose pneumonia in children and treat with oral 
antibiotic or refer, if very serious. This approach was 
implemented in 58 villages and tested through a controlled trial 
of 2 years. For almost 90% of pneumonia attacks in children 
in these villages, parents sought treatment from these community 
based workers. In two years 2000 cases of pneumonia were 
treated by the workers with the case fatality less than 1%. The 
childhood mortality due to pneumonia in this area declined by 
75%, infant mortality by 33% and total childhood mortality by 
30%. The study was published in the Lancet in 1990. 
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World Health Organization has been trying to develop this 
approach but results obtained by SEARCH surpassed all earlier 
studies. The main difference was that instead of periodic home 
visits by health workers to hunt for cases of pneumonia (active 
case detection) we put faith in parents’ ability to suspect 
pneumonia if educated about it, and seek care made available 
in the villages. This approach empowered people by entrusting 
them with knowledge and initiative. It proved far more successful 
than the spoon-feeding approach called active case detection. 


It was for the first time anywhere that illiterate Dais were 
trained for this role. They made treatment availakle in each 
village and convinced women about the desirability of seeking 
early care. We have now developed a simple device called 
‘Breath Counter’ which enables even illiterate Dais in making 
correct diagnosis of pneumonia in a child. 


Changing equation in the villages : Maruti Ingale was a schoo] 
educated young man whose wife got recurrent attacks of 
schizophrenia. He was selected and trained as Arogya Doot. 
He soon mastered treatment of pneumonia. When a neonate 
in his village developed pneumonia, the doctor was called but 
he refused to treat the baby because of high risk. Out of 
desperation the family called Maruti. He treated the neonate 
as he was trained but realizing the seriousness he sat beside the 
baby for 36 hours, constantly observing the changes and assuring 
the parents. The baby survived. Maruti’s village today dotes 
on him. 


As these village based workers have shown good results, 
tremendous credibility has been earned by them, to the extent 
that the private medical practitioners in many villages have started 
referring the cases of childhood pneumonia for treatment to the 
Arogya Doots and Dais of SEARCH. 


Recently a sample survey was conducted of the parents whose 
children were treated for pneumonia by our workers. They were 
unanimous on two things. One, in case of childhood pneumonia 
their first choice would be to seek care from SEARCH workers 
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in their village. Second, they did not think that injection was 
necessary for the treatment of pneumonia in children. 


Impact on Childhood Mortality and Pneumonia Mortality 


Description Control Area Intervention Area 
(1988-89) (1989-90) 
Baseline Second year 
No. of villages 44 58 
Total population 34856 49629 
Children below 5 years 3947 6456 
Birth rate 30.1 31.6 
Infant Mortality rate 121.06 79.7 
Pneumonia Mortality rate 17.48 4.64 


(1000 children under 5 years) 


2. Participatory Research and Action on Alcoholism 


Having chosen research as a major role for SEARCH and 
having identified people as our real partners, we were in search 
of the meaning, the means and the methods of research 
appropriate with this position. Two experiences are worth 
describing. 


In the first year of our work in Gadchiroli, we discovered 
existence of Sickle Cell Disease in the population. It aroused 
our interest and we conducted a district sample survey which 
established that 15% population i.e. 100,000 persons carried the 
disease gene and 1% i.e. 6000 persons had serious homozygous 
Sickle Cell Anaemia. The report was submitted to the 
Government of Maharashtra for further action. The govefnment 
honoured us with the state honour ‘Adivasi Sewak’ but no action 
followed on Sickle Cell Disease. The people seemed 
unconcerned about the non-action by the government. Sickle 
Cell Disease was our problem, not theirs. People were generous 
to us by allowing their blood examination. They had nothing 
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to do with the disease. It was the responsibility of SEARCH 
to conduct research and of the government to act. People had 
no role. 


We realized that there was something seriously wrong with 
the research and recommendation method which alienated people 
from their own health problems. In future we would not decide 
the health problem for research or action. We would wait and 
let the issue emerge from the people, we decided. 


On encountering the problem of alcoholism we initially tried 
de-addiction by hospitalizing the individual addicts but soon 
realized that the problem was of a very large magnitude and 
required a different approach. Should we start a research project 
on alcoholism? We decided to wait and listen whether people 
viewed alcoholism as their problem. 


In women’s health education camps and in youth camps the 
participants repeatedly raised the issue of alcoholism. There was 
no end to the stories of woe of women due to alcoholism of 
the men. Youth from some villages approached us and requested 
us to initiate action against the problem of liquor in their villages. 
We deliberately refused to take the lead, but suggested various 
possible ways of action to them. The youth joined hands to 
effectively implement a social ban on liquor in their villages. 


We shared this experience with other voluntary organizations 
and tribal leaders in the district. A joint decision was taken to 
collect facts on the problem. SEARCH agreed to help in this 
research. 


A group of teachers, Arogya Doots of SEARCH and social 
workers collected data on liquor problems in the area. A senior 
government officer provided some crucial information on liquor 
policy of the government. This crude research revealed that there 
were 1,00,000 men who frequently drank and 15,000 addicts in 
the district. Seventy million rupees were spent by men on liquor 
each year — the amount equal to the annual development plan 
for this backward district. It was realized that alcohol was no 
longer a moral or health issue alone. It had become a development 
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issue. Ironically this large scale trade of liquor was sponsored 
by the State Government in spite of strong guidelines from the 
Central Government that no liquor should be sold in the tribal 
areas! The findings of this research were easily assimilated by 
the people. 


Youth groups and Mahila Mandals (Women’s Clubs) in 
villages, tribal and political leaders and various voluntary 
organizations came together and with them we formed Darumukti 
Sanghatana (Organization for Liberation from Liquor). 
Community meetings around bonfires were organized on this 
issue in all villages of Gadchiroli Taluka by the SEARCH health 
team. Finally a district level conference for ‘Liberation from 
Liquor’ was organized which was attended by 3000 delegates 
from 150 villages. Women not only came walking 50-60 km., 
but even contributed money to the movement. Two MLAs 
(Members, Legislative Assembly), the District Magistrate and 
the Superintendent of Police faced the people cn this issue, 
Closure of 57 licensed liquor shops in the district, a ban on any 
form of sale of liquor, and delegation of power to the villagers 
to control illegal sale of liquor in their own villages was 
demanded. People no longer wanted to depend on administration 
for the control of alcoholism. They themselves wanted to 
do it. What more could a public health person dream? 


People went back from the conference and applied effective 
social ban on the sale and consumption of liquor in 200 villages. 
Youth patrolled the roads in the evening and women publicly 
disgraced the drunken men. Two licensed shops in the village 
called Porla were closed down by the District Magistrate under 
the pressure of the Gram Panchayat, the action committee of 
15 villages constituted in one of our awareness camps. The 
movement became so powerful that all the 3 MLAs belonging 
to 3 different political parties had to come together and represent 
the demands of the movement to the Chief Minister of the State. 


The impressive result is not the main point of the narration. 
The way the problem was identified, researched, communicated 
to the people and the emergence of mass action from it is the 
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essence. Medical and epidemiological research conducted by 
professionals alone would have produced findings and 
recommendations which might have remained locked in the 
journals and the files. By our joining hands with the people, 
the issue developed into a people’s movement against alcohol. 
This response was qualitatively different from the one on the 
problem of Sickle Cell Disease. 


Why participatory research? The ultimate purpose of public 
health research is to generate knowledge and action so as to 
identify and resolve the health problems. But often the process 
of problem identification, research and finally the 
recommendation becomes highly technocratic and mystified. 
This may provide intellectual satisfaction and recognisation to 
the researchers, but this very process results in lack of interest, 
identification and initiative on the part of people. And yet, we, 
the public health persons, lament that there is no public interest 
and participation in public health programmes. To _ the 
professionals and experts, ‘public’ in public health only denotes. 
a larger quantity of figures and data. But people are not merely 
a collection of human bodies. To be effective the method of 
public health research must be changed and made more 
participatory. 


(B) Health Education and Training 


Most of the conventional health education messages end with 
“See your doctor”, thereby increasing dependence. Health 
education should liberate people and empower them to care for 
their own health. Three approaches used by SEARCH and their 
experiences shall be described: , 


1. Women’s Awakening and Health Education Jatra 


After discussions with women’s groups in many villages, an 
educational and cultural programme of twelve hours was 
developed which included: i) An exhibition or pictures and 
posters, ti) Slide shows, iii) Clean Home and Surroundings’ 
competition iv) A magic show to demystify miracles and remove 
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Superstitions v) Health and Awareness Songs vi) A play titled 
“When the husband gets pregnant’, in which the husband goes 
through and realizes the agonies of childbearing (women coaxed 
their husbands to go and see the play), vii) A ‘Keertana’ 
(discourse) on cause of rural poverty, viii) Discussion on the 
new programme of community based management for pneumonia 
in children. 


The team included the entire staff of SEARCH (from doctors 
to drivers) and other like-minded voluntary organizations from 
the district. A Jatra (religious procession) was organized at 12 
places where local arrangements were made by women and youth 
of the villages. In rural Maharashtra, Jatras or religious 
processions on foot, through several villages, are very popular. 
We used this traditional participatory form to spread health 
messages. Totally 25,000 people participated in the Jatra. 


The Jatra was such a grand success that the MLA from this 
area joined it at all the places. He even expressed the desire 
to act in the play “When the husband gets pregnant”! The 
thoughts stimulated by participating in the Jatra continued to 
reverberate in the villages - in the paddy fields, on the river 
banks, at wells or wherever else people assembled. A curiosity 
about health issues had been aroused. 


2. Health Education and Demystification 


Knowledge demystifies health and health care, reduces 
dependence and hence exploitation. The injection issue provides 
the classic illustration. 


The myth and misuse of injections in rural areas are well 
known. An analysis of use of injections in the out-patient 
department of District Hospital, Gadchiroli, showed that 33% 
patients who visited received an injection, 60% of which were 
outright unnecessary (B-complex, diazepam, steroids, analgin, 
etc.). We persuaded the doctors at the District Hospital and the 
Health Directorate to change the injection policy, thereby 
reducing use of injections by 58% and avoiding 17,000 inject 
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We took this process further to the villages. A high school 
student prepared the posters depicting the unnecessary or harmful 
use of injections. These were used in village meetings. People 

were told how saline was nothing but salt-water or calcium 

| injection was no way better than eating chalk and yet enormously 
more risky. We did not use any injection except tetanus toxiod 
or penicillin in the SEARCH clinic. The successful use of 
Cotrimoxozale for the treatment of pneumonia in children by 
the health workers was a further demonstration to the people 
that the injections were unnecessary many times. Hardly anyone 
in our field area now demands an injection for pneumonia. 


3. Training of Workers 


Training was an extremely important activity because we had 
to develop local workers for health care and research. Over the 
years about 43 Arogya Doots have proved to be ‘Barefoot 
Researchers’. Some of them have been upgraded to become 
supervisors who can now conduct delicate research procedures 
like ‘verbal autopsy’. The Arogya Doots are the most popular 
and successful providers of the treatment of pneumonia. 


Very different and non-formal training methods had to be 
used, especially because the Dais (TBAs) were illiterate. They 
loved talking and had a very short attention span. Lots of games, 
opportunities to describe their own life experiences, songs, dances 
and a very friendly atmosphere saw the Dais drop their inhibitions 
and come in their own. They keenly await the SEARCH 
invitation for the monthly review and training camp. They call 
it “going to parents’ house”. Those who know this Indian 
women’s idiom, would realize that this is the highest honour 
they can bestow on us. An interesting experience was when 
Dais were given flash cards for health education, we found that 
they were not using these. In our next meeting, we invited them 
to colour their flash cards. They did it with a child’s enthusiasm 
and then proudly displayed and used the flash cards in their 
villages because now these were their creations. 
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Change in the Status of Dais 


Shantabai is a middle-aged Dai whose husband died years 
ago. The curative powers given to her by SEARCH have changed 
her social status. Village doctors now refer the cases of 
pneumonia to her. Similar change was experienced by many 
Dais. Their job was earlier considered dirty, unrewarding and 
thankless. Their daughters or daughters-in-law did not want to 
learn it to continue in the family profession. With the new respect 
earned due to new skills and responsibilities, Dais’ own self- 
perceptions are changing. Women of the new generation are 
coming forward to become Dais. 


(C) Planning with People 


The current trend in Primary Health Care is to use health 
workers from the community to ‘deliver’ health services 
according to priorities planned by the experts in Bombay, Delhi 
or Geneva. This has the implicit assumption that the people 
can be workers but cannot take part in setting priorities or 
planning. Experiences of SEARCH point differently. 


1. Selecting the Research Priorities with People 


Before going on sabbatical leave during which we had 
intended to develop research protocols of new studies, we invited 
village leaders of 58 villages for consultation so that the problems 
for research were not chosen based on our professional interests 
alone. The leaders were quick to grasp the significance, made 
excellent suggestions, discussed the relative importance of 
various health problems in their lives. Finally a list of health 
problems for research emerged, some of which were very 
unexpected and hence refreshing. The topics included weakness, 
filaria, sexually transmitted diseases, white discharge in women, 
hydrocele, lower backache, problems of maternity, deaths in new 
born. SEARCH has subsequently chosen to work on some of 
these problems. 


We wish that hundreds of medical colleges and research 
institutions peered into the minds of people before they choose 
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their research topics! It will transform the face of health research 
in India. 


2. Planning for Tribal Health 


Most of the community health care and research programmes 
of SEARCH were in the predominantly non-tribal area of the 
district. As our involvement with the tribals grew and a bond 
developed, to understand their health priorities and health culture, 
we conducted a series of camps and meetings with tribals — their 
leaders, women and vaidus (indigenous practitioners). The tribals 
spoke less during formal sessions but opened up more around 
the bonfires. They traced the emergence of new diseases 
(alcoholism, genital sores and discharges, diarrhoea) to the 
changes in their life style and culture in the last 40 years. They 
described their health priorities. We have realized that due to 
different health priorities and the unique context of the tribal 
society, there is a need for a tribal health policy, separate from 
the strait-jacket duplication of the health programmes and health 
care structure of the non-tribal areas. 


A village based health care programme, a small hospital and 
series of research studies were planned with the tribals. Very 
interesting and exciting ideas came up on the proposed tribal 
hospital. It was decided that instead of mimicking a typical 
government hospital, where frightened patients were admitted 
in the wards and the relatives were driven out, thus increasing 
the sense of isolation and helplessness of the patients, this tribal 
hospital will have a cluster of huts where the patients will stay 
with their families. Many villages have decided to collectively 
construct a hut for the patients from their village. Herbal 
medicines and a temple of a goddess for worship will be available 
along with the mddern medical care. The tribal leaders suggested, 
and before we could protest, decided to name the hospital after 
Mother Danteshwari - their most popular goddess. 


Throughout this refreshing experience, we were comparing 
this enthusiasm, initiative and identification of people with the 
mortuary - like atmosphere that prevailed in the government 
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hospitals and the meetings of the department. By keeping people 
away from decision making, the bureaucracy has killed their 
initiative and made the work joyless for themselves. 


3. Panchayati Raj in Health Care 


When asked about how they would like to see the PHC being 
controlled and its activities planned, the village leaders suggested 
that the PHCs and subcentre staff should be put under the control 
of the village Panchayat. The goals and the priorities of health 
programmes should be decided by the villagers and not by the 
bosses of the health department sitting in Bombay or Delhi. In 
other words people wanted Panchayati raj in Health Services. 


What is wrong in the experts from Bombay planning the 
schemes? The tribals tell an interesting story. In the fifties, the 
State Government, in its eagerness to prevent tribals making 
home-made liquor from the flowers of Moha, passed an order 
that Moha trees in the forest should be felled; but since Tol 
was a useful fruit for the tribals, Tol trees should be preserved. 
With a mischievous twinkle in their eyes, the tribals then 
enlighten you, “Tol is the fruit of the Moha tree!” 


(D) The Context of Health 
Tribal Development and Protection of Environment 


Gadchiroli district is considered ‘poor’ and ‘backward’ 
because a jungle of concrete buildings rather than a jungle of 
trees is considered to be the sign of development. Forests, the 
real wealth of the district, are gradually getting depleted under 
government protection. Moreover the tribals are increasingly 
being prevented from utilizing forests for their survival. 


A movement for the preservation of forests and human beings, 
‘Jungle Bachao, Manav Bachao,’ has emerged in the district. 
With tribal leaders and the voluntary organizations, SEARCH 
has contributed its efforts to preserve forests and help tribals 
gain their right to live in and with the forest. 


205 


It is difficult, nay, impossible, for the health worker working 
with people to keep aloof from the wider issues which so 
profoundly affect lives of the people. We find that our 
involvement in these wider issues has enriched our own life, 
work and relationship with people. On the other hand search 
for appropriate forms of health care invariably came up as priority 
in the course of these movements. Thus the relationship between 
SEARCH and the people became more organic and the 
participation became partnership. 


Problems and Limitations 


1. The experiences of working with the govenment health 
service and the problems have been described earlier. The 
authoritarian relationship of the services with people as well as 
with its own workers alienates both. This problem has no easy 
technological solution. Any change will involve a lot of painful 
readjustment, beginning at the top. 


2. The vested interests at the local level invariably get 
offended and, if you appear to be succeeding, threatened. Our 
efforts to reform the working of the district hospital and later 
on the movement against liquor generated hostile reactions from 
the local vested interests. What was more distressing was their 
long tentacles and the enormous power they wielded. They have 
repeatedly attacked us. Unfortunately the attack was never a 
criticism of our ideas or programmes but always in form of 
personal threats or creating false scandals. 


3. Gadchiroli being a very remote area, few professionals are 
willing to come here and join us. This has been sometimes 
a boon in disguise. We had to depend upon local workers and 
develop them. But at times, this creates a void of technical 
assistance, and at a deeper level, professional isolation. 


4. A research work must be relevant beyond the immediate 
population under study. It is futile if it is not used elsewhere. 
The links between grassroot research and policy making are at 
present very weak. A senior but well-wishing policy maker once 
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remarked to us cynically, “All your findings and innovative 
methods may not be heard beyond some workshops and 
seminars!” If that is true whose loss is it? 


The Conclusions 


1. The government health service is extremely centralized and 
authoritarian, thereby becoming insensitive to the needs and 
feelings of people and of its own workers. It cannot respond 
appropriately and work effectively as long as these characteristics 
remain. 


2. Privatization is seen as a solution to governmental non- 
performance in some quarters and voluntary organizations are 
seen as a sort of private sector which can take over some difficult 
tasks from government health-care and perform them better at 
lesser cost ! What is forgotten is that a voluntary organization 
is not just another private organization to be seen as a cheaper 
Substitute. It has goals, values and a work culture which differ 
from the government and hence a close collaboration in working 
is difficult. 

3. People can participate enthusiastically and meaningfully 
in planning the health services for themselves. They can offer 
very unique insights, prioritise their felt needs and suggest 
culturally appropriate solutions. Real ‘Panchayati Raj’ or “Health 
by the People’ is not possible without giving people their rightful 
say in planning. 


4. People can handle their own health problems with 
education, demystification of medical technology and training. 
It was possible for local health workers to successfully manage 
childhood pneumonia and gynaecological diseases in villages and 
‘to reduce childhood mortality. 


5. A tradition of scientific research has to be developed in 
the Third World for the identification and solutions of our own 
problems. It is eminently desirable and feasible for a voluntary 
organization to conduct quality research at the grassroots — where 
the people and their problems are ! For example, we have found 
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that gynaecological diseases of women, pneumonia in children, 
sickle cell disease in tribals and alcoholism are serious public 
health problems of enormous magnitude. The primary health 
care must expand its horizons beyond the current limit of national 
health programmes and include effective action against these 
problems. 


6. If the issues are chosen in consultation with people, village 
communities participate enthusiastically and responsibly in 
research and action which promises to solve their health 
problems. Village youth and women can emerge as the main 
vehicles for research on their own problems such as pneumonia 
and gynaecological diseases, and deliver effective health care in 
villages. 


7. Participatory action and research method was adopted on 
the problem of alcoholism. Women, youth and tribal leaders 
have emerged as the main force against this malady. New 
research paradigms are emerging from these experiences — 
research not on people but research with people. 


Dr. -Abhay Bang and Dr. Rani Bang are Director and Co-Director 
respectively, of SEARCH (Society for Education, Action and 
Research in Community Health), Gadchiioli, Maharashtra. 
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Voluntary Effort in 
Community Health 
Sewa Rural-Jhagadia 


“SEWA Rural Team” 


Sewa Rural (an acronym for Society for Education, Welfare, 
Action-Rural) is a voluntary organization established to serve 
rural and tribal areas of south Gujarat, with an integrated 
development approach encompassing Health, Education and 
Women’s Development. It was initiated by a group of 
professionals who decided to work for a larger and worthwhile 
cause of social service inspired by the lives and teachings of 
Mahatma Gandhi, Swami Vivekananda and Sri Ramakrishna. 
Attracted by the cause and ethos generated by the initial small 
groups several other like-minded people subsequently joined the 
organization which was formally launched in 1980 in Jhagadia 
block of Bharuch District in Gujarat State. 


The Area 


The population of the area that is covered by SEWA Rural 
service is entirely rural, economically poor and sixty per cent 
tribal. It is almost entirely agricultural with 60% being landless 
labourers. The literacy rate is as low as 29% among females 
and 53% among males. Every third family is living below the 
poverty line. While many of the villages have facilities of 
electricity and road, status of safe water supply and sanitation 
facilities are quite poor. 


-The health status of the Community was poor when the 
organization commenced its activities. Ignorance, poverty and 
lack of time for child care on the part of parents, along with 
superstitious beliefs, led to dangerous diseases and deaths. The 
utilization of health services was as low as less than 10% for 
immunization and maternal care. Witchcraft by Bhagats 
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(Mystics) and Bhuvas (Mendicants) was well-established on the 
one hand while household remedies and herbal medicines were 
also frequently practiced on the other hand, 


Historical Background 


(1) Hospital 


Since the initial group comprised mainly of doctors, beginning 
was made with health in 1980. SEWA Rural converted a 
maternity home donated by a local trust (Kasturba Medical Aid 
Society of Jhagadia) into a 30 bed hospital which has been 
gradually expanded to 75 beds at present. This hospital now 
caters to more than 800 villages with full-time major specialities 
in Surgery, Obstetrics, Paediatrics, General Medicine, and 
Ophthalmciogy. Visiting consultants in Orthopaedics, Skin and 
VD, Dentistry, ENT and Psychiatry come once in a week. Full- 
fledged facility of laboratory, X-Ray, ultra-sonography, operation 
theatre, cardiac monitor, labour room are available. This hospital 
also provides a strong referral back-up support to the Community 
Health Project. The yearly work-load of the hospital is reflected 
in the following figures. OPD number is more than 45,000 and 
Indoor patients number is more than 3500, while total number 
of surgeries being performed yearly is more than 1500. As more 
than half of the patients cannot afford medical care, the 
organization fully supports their total expenditure including food 
and medicines. 


(2) Community Health Project 


The curative services went a long way in building a necessary 
rapport with the community and establishing the credibility of 
the organization. A baseline survey (May 1982) was carried 
out in selected villages which revealed, among other things, that 
75% of the children were malnourished and less than 10% were 
protected from preventable diseases The survey findings 
reinforced the determination of the grovp to reach to the people 
to deliver the health services at their doorstep. Mobile dispensary 
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services were introduced and in October 1982 the Community 
Health Project was formally launched in 10 villages (population 
10,000) with the following objectives : 


(1) To provide effective and essential better quality medical 
care at affordable cost. 


(2) To promote the community based health care programmes 
with effective involvement of people so as to improve their 
utilization of services. 


(3) To improve the level of health awareness so as to promote 
effective change in the attitude, practice and behavioural 
pattern of the people. 


(4) To effectively involve the Government sector for better 
functional and financial coliaboration so as to avoid the 
duplication of resources as far as possible. 


(5) To improve the health status of the community by reducing 
morbidity and mortality in specific areas so as to achieve 
the goal of “Health for All” by 2000 A.D. 


(3) Collaboration with Government 


Initial funding for the project came from OXFAM (England) 
and Community Aid Abroad (Australia). Then, starting with 
handing over technical and administrative control of village level 
health functionaries to SEWA Rural in 1982, the Government 
of Gujarat took an unprecedented step of handing over the total 
health care responsibility of project villages to SEWA Rural in 
1984 at the initiative of the Government of India and USAID. 
This collaboration was supposed to : 


(i) ensure better utilization of public funds and facilities. 
(ii) avoid duplication of services and conserve resources. 


(iii) decrease confrontation among workers between 
Government and Voluntary Organizations. 


(iv) reduce confusion in the Community. 


(v) reduce dependence on foreign funds. 
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This transfer implied SEWA Rural taking over the staff and 
the infrastructure of a Primary Health Centre (PHC) which 
included 10 primary health care subcentres with 45,000 
population in 41 project villages. The existing government health 
workers were given the option to either work with SEWA Rural 
or seek transfer outside the block. Hundred per cent grant-in- 
aid equivalent to a Primary Health Centre budget is being given 
to the SEWA Rural with final authority of financial deployment 
and functional working. Such an arrangement of handing over 
of total health care responsibility to a voluntary organization was 
the first of its kind in the history of NGO-Government 
collaboration. 


Along with the Primary Health Centre, responsibility of 
managing 47 Anganwadis under ICDS scheme in project villages 
was also handed over to SEWA Rural since 1983. Thus Primary 
Health Centre services were effectively integrated with ICDS. 


Activities of the Community Health Project 
1) Mobile Dispensary regularly visiting every project 
village on a regular basis in the earlier period. 
2) Maternal and Child Health Services 
a) Antenatal Care 
b) Intra-natal Care 
Cc) Post-natal Care 
d) Infant Care 
€) Pre-school Care 
f) Immunization 
g) Referral of high risk mothers and children 


3) Integrated Child Development Services Scheme for 
children under six years of age and pregnant and 
lactating women 


a) Supplementary Nutrition 


b) Pre-school Education 


212 


4) 


10) 


11) 
12) 


13) 


a 


c) Monitoring of Growth and Development 
d) Care of pregnant and lactating women 
e) Referral and follow-up of high risk children 


Tuberculosis control by increasing case detection 
and case holding. 


Malaria Control by active’ surveillance, 
chemotherapy and biological measures for mosquito 
control. 


School Health Programme. 
Family Planning Service. 


Health Education Camps in villages and hospital 
with the help of various audio-visual methods and 
group discussion. 


Systematic efforts to evolve community 
participation. 

Measures to improve environmental sanitation and 
hygienic conditions of the village, eg. chlorination 
of wells, promotion of latrines and bio-gas. 


Strong referral support through Kasturba Hospital 
at SEWA Rural headquarters. 


Continuing education and training for all levels of 
health workers. 


Networking with other voluntary organizations, 
academic institutions and. government sector for 
sharing and learning from the experiences of each 
other. 


Practical service oriented field operational research 
studies. 
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Staffing Pattern for Field Programmes 


Population level 


Village Level 
(750-1000 population) 


Middle Level 
(3500-4500 population) 


Supervisory cadres 
(12,000-15,000 
Population) 


Mobile Dispensary 
(45,000 Population) 


Central level support 
and headquarter 


support 


Staff No. 


Community Health Volunteer (CHV) 1 
/Mother-Child Health Worker 
(MCH Worker) 


Anganwadi Worker (AWW and 1 
Anganwadi Helper) 
Traditional Birth Attendants 1-2 


(TBA’s or Dat’s) 


Male Multi-purpose Health Worker 1 
(MPHW) 
Female Multi-purpose Health Worker 


(FHW) I 
Male Health Supervisor 

(MHS) 1 
(Supervising 3-4 MPHWs) 

Female Health Supervisor (FHS) 1 
(Supervising 3-4 FHWS) 

Anganwadi Supervisor (AWS) 1 


(Supervising 12-15 Anganwadis) 


Team of Doctor and Compounder 


75 beds Kasturba Hospital 
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ORGANISATIONAL CHART (SEWA RURAL) 


COMMUNITY 
DIRECTOR CO-DIRECTOR 
ADVISORY 
COMMITTEE 
COMMUNITY 
HEALTH PHYSICIAN 
RESEARCH PRIMARY TRAINING ICDS ADMINIST- 
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STATISTICIAN CO-ORDINATOR FIELD 
INVESTI- HELPERS (45) 


-GATORS 


LAB MALE FEMALE HEALTH MOBILE 
TECHNICIAN SUPERVISORS SUPERVISORS EDUCATION TEAM 
(3) | 
MALE FEMALE 
HEALTH HEALTH 


COMMUNITY DAIS 
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Job Responsibilities of Various Cadres of Health 
Workers 


(1) Village Level 


The CHVs and MCH Workers mainly treat minor ailments, 
refer the patients to hospital, chlorinate wells, register births and 
deaths, give health education, motivate couples for family 
planning and help in vaccination. 


The AWWs take care of children below 6 years of age, provide 
pre-school education, help FHW in vaccination, do growth 
monitoring, give special care to high risk children and provide 
supplementary nutrition to children and pregnant and lactating 
mothers. They also treat minor ailments and refer the patients 
to hospital whenever necessary. 


The Dais or TBAs conduct deliveries at home with pre- 
Sterilized delivery pack, take care of newborn and post-natal 
mother, refer the mothers when necessary, help in vaccination 
and play a key role in promoting family planning. About 90% 
of deliveries in project area are conducted at home by TBAs. 
Newborn and post-natal care is provided by TBAs. 
Complications are referred to base hospital. , 


(2) Middle Level 


The main job responsibilities of MPHWs are treatment of 
minor ailments, control of communicable diseases like malaria 
and tuberculosis, chlorination of wells, health: education, 
promotion of family planning, vaccination, supervision and 
monitoring of CHVs, school health, referral of high risk cases, 
follow-up of indoor patients and to work in co-ordination with 
FHW of the respective area. 


The main job responsibilities of FHWs are to provide antenatal 
care, post-natal care, training and monitoring of dais, vaccination, 
family planning, treatment of minor ailments, referral, health 
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education, supervision of Anganwadis and to work in co- 
ordination with MPHW of the respective area. High risk pregnant 
women are referred to mobile doctor/base hospital by her. 


The Male, Female and Anganwadi supervisors have the joint 
responsibility of monitoring, training, guiding and helping 
MPHWs, FHWs and AWWs in a team approach. Anganwadi 
activities include nutrition, pre-school education, medical check- 
ups, growth cards and follow-up of high risk children. 


The mobile team initially used to visit every village once 
in a week for providing curative services and supervision of the 
village based workers. Over a period of time the frequency of 
mobile visit has been tapered to once a month and its role has 
become more of supervision and support to the various cadres 
of field workers, because the village level workers and MPWs 
and FHWs have become capable of treating diseases like acute 
respiratory infection, malaria, diarrhoea, scabies, anaemia and 
other minor ailments. They have been trained especially for 
timely referral and follow-up of high risk cases. 


Village and middle-level workers (especially MPWs) 
administer presumptive treatment for malaria for all fever cases 
after taking blood smear. MPWs actively follow up positive 
cases for radical treatment. Measures like spraying and 
involvement of school children in preventive activities have 
greatly sensitized the community. 


(3) Central Level 


Strong referral support is provided by the base Kasturba 
Hospital. The administrative, training and managerial support 
provided by the headquarter plays a vital role in effective 
implementation of outreach services. 
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Mode of Delivery of Services 


(1) Maternal Care 


t) 


il) 


iit) 


Antenatal Care : 


FHW plays an important role in providing antenatal 
care. Her activities include registration of antenatal 


‘women at the earliest; regular examination at home as 


well as at the subcentre; provision of appropriate 
antenatal care; and referral of high risk women. A 
sterile delivery pack is distributed with proper education 
to all the pregnant women in the last trimester. 


Intra-natal Care : 


About 90% of deliveries in the project area are 
conducted at home by TBAs who are repeatedly trained 
in safe delivery, use of a sterilized delivery pack and 
early identification of complicated deliveries to be 
referred to the hospital. An incentive scheme has been 
launched to improve the qu ‘ity of intranatal care. 


Post-natal Care : 


Immediate new-born and post-natal care is provided by 
the TBAs. She in turn informs the Anganwadi worker, 
who weighs the child. If any complication is noted, 
the TBAs refer the mother or new-born to the hospital. 
The FHW finally supervises and provides appropriate 
post-natal care during her regular home visits, mostly 
within a week of delivery. 


(2) Anganwadi Services 


The Anganwadi runs daily for about 3 hours in the morning. 
It has pre-school education through a variety of songs, creative 
games and indoor and outdoor plays. Separate growth cards 
are maintained for each child while high risk children are given 
special attention. Medical check-up and vitamin A distribution 
are taken care of by Male/Female Health Workers twice a year, 
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while iron folate tablets and supplementary nutrition are given 
daily by AWW. 


The main thrust of ICDS in SEWA-Rural is on health and 
development of pre-school children. There is a close linkage 
between the staff and activities of CHP and ICDS since they 
are under our umbrella. A sincere attempt is made to provide 
the other listed services like health and nutrition education to 
mothers, treatment of minor ailments, etc. The organisation has 
attempted to introduce various operational modifications within 
the system like simplification of recording and reporting system, 
so as to make it less cumbersome, to avoid duplication and most 
important, to make it easier to generate correct figures. Certain 
activities have been realistically re-scheduled, for instance normal 
children are weighed three monthly instead of every month, health 
check-up of children being carried out twice a year by paramcdical 
staff and not necessarily by a doctor. 


(3) Nutritional Services for Mothers and Children 


Dais persuade the post-natal mothers to start breastfeeding 
on the very first day and the importance of colostrum is also 
emphasized. Weaning practices are taking a longer time to 
change for the better. Apart from free distribution of iron folate 
tablets, the provision of supplementary nutrition which provides 
300 calories and 8-10 gms. proteins, ICDS still has its own 
limitations of occasional short supply and poor acceptance of 
CARE food. This has led to irregular utilization of supplementary 
nutrition especially by the younger children and mothers. 


(4) Vaccination 


The system has evolved from a heavily time and effort 
intensive door-to-door campaign to a low-key, centralized 
programme when practically no backlog is left uncovered. The 
major factors contributing to this success are thorough planning, 
minute detailing, close monitoring and intensive follow-up, all 
leading to a very low rate of complications. 
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A three member team consisting of a supervisor, MPHW and 
FHW conducts the vaccination programme on a monthly basis 
in every village with the help of adequate number of sterilized 
syringes and needles and vaccines maintained in proper cold 
chain. The village based workers also help in motivating mothers 
to get their children vaccinated while the FHW administers the 
vaccines. Appropriate health education is given to the mother 
at this time. Also each child receiving vaccine is followed up 
within 48-72 hours. If.any complication is noted, the child is 
referred to the base hospital. Detailed records are maintained 
and effective follow-up of children not receiving vaccine also 
ensured. 


(5) Curative Services 


In the beginning of the project the weekly visits of mobile 
dispensary to each village were regularly undertaken with a team 
of doctor and paramedics. These mobile visits were mainly 
utilized by the community for curative services. Once the cadres 
_ of village level health volunteers, AWW and Male/Female field 
workers got strengthened the curative role of the mobile 
dispensary was gradually reduced. Now the village level and 
middle-level health workers have become capable enough in 
treating diseases like acute respiratory infections, malaria, 
diarrhoea, scabies, anaemia and other minor ailments. They have 
been specially trained also for timely referral and follow-up of 
high risk cases. 


(6) Malaria 

Village level and middle-level health workers (especially 
MPHWs) administer presumptive treatment for malaria to all 
fever cases after taking. blood smear, if found to be positive, 
MPHWs follow the patients for radical treatment. They also 
accompany the insecticidal spray team of the government and 
ensure the quality and coverage of the spray. 


Measures like release of guppy and gambusis fish in large 
collections of water and regular spraying of kerosene and crude 
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oil on the surface of small collection of water in the ditches 
have also been initiated. The involvement of school children 
in such activities becomes a key factor in sensitizing the 
community and promoting awareness about malaria control 
measures. 


(7) Family Planning (FP) 


Though FP forms an integral part of PHC services, all efforts 
are put in to see that its overbearing importance does not unduly 
impinge upon other activities. Thus, the workers are more closely 
identified as providers of health care rather than FP workers. 


Secondly, the health workers work as a team, rather than 
target-oriented individuals. The middle-level Male and Female 
workers support and encourage village level workers to do much 
of the work of convincing and motivating people for accepting 
any FP method. Thus, there is an equal share and involvement 
of village level workers in promoting FP services. 


Thirdly, efforts are made to pace the family planning work 
as evenly as possible over the year so as to minimize the rush 
in the last quarter to meet targets. Fourthly, criteria for 
sterilization are strictly followed. For instance, sterilization is 
not performed if the level of haemoglobin is below 7 grams per 
cent, if urine shows significant abnormalities, or if certain medical 
conditions exist which contra-indicate surgery. In other words, 
the ‘rejection rate’ of patients’ sterilization at SEWA-Rural is 
quite high compared to other centres. But this approach in turn 
increases the credibility and respect in the long run. Besides 
all these, two fixed days each week are marked out for sterilization 
operations at the hospital which increases the beneficiaries’ 
compliance. 


(8) Health Education 

Importance of Health Education (H.Fd.) has been recognized 
from the cutset and has by itself become a major activity of 
CHP. Large collection of H.Ed. material in the form of slides, 
posters, flash-cards, flip-charts, puppets, film projectors, video 
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cassettes are regularly used directly for educating the community, 
as well as for on-going training programmes being conducted 
for all cadres of workers. Major workshops are organized to 
sharpen the communication skills of workers in person to person 
contact, group meetings and mass education camps. A two- 
member team of health educator and an audio-visual operator 
is entrusted with the responsibility of maintenance of all H.Ed. 
material and regular H.Ed. camps in the villages with assistance 
from field workers of the respective area. 


(9) Referral Support 


Apart from satisfying the felt need of the people, the 
systematic referral and follow-up of the hospitalized patients at 
different levels by the right categories of workers has raised 
people’s confidence and increased their involvement in other 
programmes. The constant cross-monitoring between the hospital 
and field staff as well as social auditing by the community has 
considerably improved the quality of both hospital and outreach 
health services. Often, the discharged patients and the relatives 
are becoming the change agents. 


Training of Health Workers 


The organization has felt very strongly that with proper 
training the village based workers and paramedical staff can take 
care of most of the health needs of the community in the area 
of preventive, promotive and curative care. 


The total duration of basic training provided to village level 
workers (TBAs and CHVs) is about one to three months. These 
training sessions are held in short durations with frequent 
intervals and having due emphasis on practical demonstrations. 


In SEWA-Rural, in-service training has been a continuous 
process for all levels of workers. Full-time workers meet every 
week, while village level volunteers have monthly meetings. In 
these meetings time is also devoted to discussing field problems 
and their solutions. Apart from regular training sessions, findings 
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of field studies and their implications to day-to-day work are 
also discussed. 


“Village Shibirs” (Camps) are organized annually to create 
understanding about the community among the health staff. 
During these shibirs, all health workers and supervisors live in 
the villages for 2 to 3 days. They are expected to live with 
the people, eat with them and learn from them. This intensive 
experience teaches the workers how people perceived their health 
problems, what they did in case of illness and what were their 
real needs. These shibirs are used also for organizing health 
exhibitions and other educational programmes touching specific 
health issues related to the community. 


Monitoring and Information System 


Each village has a master register in which detailed 
information about eligible and target couples, immunization, 
antenatal and post-natal care, vital statistics, etc., is recorded. 
In addition to this register, maternity and immunization cards 
are also maintained. Maternity cards of high-risk mothers are 
scrutinized by the doctors and for those mothers who require 
specialized follow-up and hospital care, a postcard is addressed 
to the head of the family, informing about the risk involved of 
the pregnant woman and the need for special care. 


Essential records are maintained mostly in printed registers 
and proformas and monthly reports are prepared for monitoring 
the progress of each activity. The importance of recording and 
reporting is emphasized in all the meetings with the workers. 
Registers are frequently checked by the supervisors. Most of the 
activities are cross-checked. 


Regular meetings are organized at different levels —eg. weekly 
supervisor planning meeting, CHP field staff meeting, monthly 
village level workers’ meetings and monthly/quarterly review and 
monitoring meetings with Programme Directors. In all these 
meetings feedback is taken, issues are discussed, new information 
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is shared, decisions are taken, along with monitoring and review 
of the performance. The effective working of the Community 
Health Project could be largely attributed to these regular well- 
planned meetings. All these mectings develop a sense of 
belonging and involvement in the workers. 


The work of all cadres of workers is evaluated periodically. 
Targets are set on the basis of population for which the team 
of respective male and female health workers, area’s supervisor 
and village workers is responsible. 


An advisory/evaluation committee consisting of field experts, 
government officials and SEWA-Rural representatives meets 
almost twice a year for appraisal, monitoring and guidance of 
the project activities. 


Organization : Process and Systems 


The organizational support that SEWA-Rural provides to 
CHP is one of the important factors underlying each activity 
of CHP. 


(1) Organizational Culture 


Organizational culture is reflected in the stated values and 
philosophy of the organization, the leadership style of some its 
key persons and finally the decision making process in the 
organization. 


Prominent among other ‘values’. are the emphasis on 
“Daridranarayana” (seeing God in the poor, the distressed) and 
on “man making” as the major sources of inspiration. High 
Standards in the quality of work are being achieved and 
maintained with the value of equality, honesty and integrity. 


Notwithstanding the person centredness, the value-based 
“leadership style” is having a direct effect on team functioning 


and team spirit with a sense of collective responsibility and 
accountability. 
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(2) Organizational System 


As the institution is expanding in terms of activities and 
manpower a formal system is being gradually developed that 
incorporates job descriptions, performance appraisal, monitoring, 
supervision, communication, co-ordination, etc. Equal attention 
is paid to avoid bureaucratisation as far as possible and to 
Maintain the informal culture in the organization. 


(3) Organizational Climate 


Inculcation of high degree of commitment , dedication and 
motivation among most of the staff members is given due 
importance. The interest shown by superiors in the work and 
life of those in the hierarchy, the learning opportunities that are 
actively sought to be created and emphasis on larger ideals and 
higher goals are contributing positively in invoking dedication 
to the people in SEWA-Rural. 


Some Innovations in Approach 


(1) .Inculcation and percolation of pro-poor approach at all 
levels constantly guards that services are really reaching 
the last man. 


(2) Strengthening of village based volunteers has increase. 
their self-confidence for better motivation, mobilization 
and participation. 

(3) Development of appropriate technology like, pre- 
sterilized delivery pack which is used by TBAs to 
conduct delivery in the area where 90% of deliveries 
are conducted at home and also of pictorial cards which 
help the antenatal mothers understand about the care 
to be taken. 


(4) Provision of strong referral support along with social 
auditing of medical services to improve patient care 
at hospital and village level. 


(5) Integration of ICDS and Health Services under one 
umbrella. The workers of both schemes work closely. 
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Efforts have been made to avoid duplication in services 
and simplify procedures and records. 


(6) | Field Operational Research studies are being conducted 
on relevant topics and necessary changes are made in 
the health delivery system. 


(7) Networking with academic institutions and 
professionals. 


(8) An attempt has been made to integrate health services 
with other developmental activities like Women’s 
Awareness programme, Technical Training Centre, 
Environmental Sanitation programme, Tutorial classes. 


Finance 


The total recurring cost of the activities under Community 
Health Project is around Rs. 20 lakhs per year. This includes 
expenditure for programmes like Primary Health Centre, ICDS, 
Family Planning Incentives, Maternity Benefit Scheme, etc. The 
state government contributes about 90% while 10% of 
expenditure is raised by the organization. 


The ICDS programme accounts for 25% of the total cost, 
while the rest is spent towards providing outreach services like 
maternal care, child care, immunization, malaria, health 
education, family planning, etc. Around 50% of the expenditure 
is spent towards salary while 7% is spent towards medicines 
and around 10% each for transportation and family planning 
services. 


The average cost for curative care contact has been worked 
out to Rs. 3.25, and that for each maternal care/family planning/ 
immunization is about Rs. 9/-. 


The annual cost per capita has been worked out to 
be Rs. 32.50 for the defined population of CHP. The proportion 
of expenditure incurred towards curative and referral services is 
about 25% as compared to 75% for preventive and promotive 
Services. 


226 


‘Qualitative and Quantitative Achievements 


The period of the project may be too short a time to expect 
Substantial impact on the overall health status of the community. 
Nevertheless there had been a change for the better which is 
reflected in the appendices attached. As expected, the 
performance in utilisation of various service indicators has been 
found to be comparatively better than the change in impact 
parameters and vital statistics. 


The salient features of achievements in some of the important 
programmes of Community Health Project are described here. 


Appendices I and II show the changes in service utilization 
and vital statistics. The coverage of “Maternal Care” services 
i.e. antenatal, intra-natal and post-natal care, which were about 
25% in the beginning have increased to more than 75%. 


One factor of great concern is that even though the degree 
of service provision has increased substantially the maternal 
mortality has remained in the range of 500 -700 per 1,00,000 
live births throughout these years. Going into the depths of 
reasons behind these deaths reveals that apart from medical 
services socio-economic and cultural factors play a very crucial 
role in deciding the treatment seeking behaviour and ultimately 
the outcome of pregnancy. 


In the area of “Child Care”, though the infant mortality rate 
after an initial decline from 172 has reduced to about 100, there 
has not been a proportionate reduction in the rates of perinatal 
and neonatal mortality. These indicate the need to have a fresher 
and deeper look at strengthening the intra-natal and newborn care 
being provided by TBAs on one side, and to pay more attention 
to larger issues of the community like socio-economic and 
cultural factors and awareness status affecting appropriate 
utilization of health services by mothers on the the other side. 
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Anganwadi services are utilized by about 80% of cligible 
children and 60% of mothers. The vaccination coverage of BCG, 
Polio, DPT and Measles has increased from less than 10% to 
more than 80%. Now mothers have started demanding for 
vaccination in a few villages. Vitamin A deficiency and measles 
complications which used to be quite prevalent in earlier years, 
are virtually not seen now. The malnutrition level has shown 
a gradual decline from a baseline of about 15% to less than 10%. 


In the “Family Planning” programme the main stress has 
remained on female sterilization. The acceptance of spacing 
methods still needs more efforts and emphasis. Though the couple 
protection rate has gone up from a bascline of 37.8% to 60% 
(mainly accounted by sterilization) the birth rate has remained 
stable around 27 per 1000. More than 40% of the stcrilizations 
are performed on women with two or fewer children, giving a 
mean of 2 .7 children per sterilized woman in the project area. 


The efforts for contro] of “Communicable Discases” like TB 
and Malaria have started making their positive impact. In TB, 
though the case detection still has further room for improvement, 
the case holding has reached to around 69%. 


In case of malaria the problem has remained well under control 
with ABER around 15 and API less than 10 in comparison to 
the neighbouring districts. 


Lessons Learned 


A) Importance of Socio-Economic and Cultural Factors 


(1) It has been observed that positive impact in most of 
the vital indicators may be achieved upto a certain level 
it only health inputs are made. What has been realized 
is that socio-economic and cultural factors also play 
an important role if further impact is desired. 


(2) Results of intensive health education programme are 
seen in the form of positive change in knowledge, but 


(3) 


(4) 


(5) 


(6) 


it has been realized that it is taking a longer time to 
have an effective change in attitude and actual practice 
which are socio-culturally deep-rooted. 


Cultural beliefs, taboos and practices of the people 
should be given due importance while designing any 
health programme. These are so well-cstablished and 
deep-rooted among elder ones that it is difficult to make 
any substantial change in ther age old practices. But 
children are highly mouldable. So more concentrated 
efforts should be diverted towards motivating the child 
force. 


In spite of good motivation many times patients refuse 
to utilize medical services because of certain socio- 
economic and cultural factors. 


Addiction to alcohol and smoking are well established 
in the rural, poor community. Unless these are given 
due attention other health inputs will have marginal 
impact on the overall health status of community. 
The positive change in dietary habits of pregnant 
mothers, though crucial, is found to be very difficult 
to achieve in a shorter span. 


(B) Human Resources Development 


(1) 


(2) 


(3) 


Usually the technical and skilled people do not have 
total faith and commitment towards Primary Health 
Care type of work. Salary, residence and facilities for 
entertainment and children’s education in rural areas 
are some of the major factors responsible for frequent 
turnover of technical, qualified and committed people. 


It may be a better idea to train and develop local talents 
than to depend on outside qualified professionals to 
come and work in a rural set-up. 

Ongoing monitoring and self, peer and formal 
evaluation at regular intervals with a participatory 
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(4) 


(5) 


approach helps in looking within and charting the future 
course of action with appropriate remedial measures. 


Ongoing training for all levels of workers forms a very 
important component of any successful community 
health work. Contents and design of the training should 
be based on local needs and talents. The training should 
also incorporate organizational, management and 
motivational aspects like leadership development, 
communication, recording-reporting, superivision and 
monitoring, practical demonstrations and case studies. 


Well-maintained records/reports and their proper 
storage, and retrieval system is very important at later 
stages in measuring and evaluating the work over the 
years. 


An underlying research-oriented attitude at all levels 
becomes quite useful in sharpening every service, thus 
making it more efficient and effective. 


A well-equipped library and documentation centre, 
along with participation by various cadres of workers 
in appropriate workshops and training courses brings 
continuous freshness, constant updating of knowledge 
and skills and thereby encourages the staff to achieve 
higher perfection and self-development. 


(C) Health Economics 


(1) 


(2) 


Health is not a prime felt need of the people. Their 
need for health services arises only when due to their 
illness, they cannot live an active and productive life. 
So it is difficult to .get their full co-operation, 
participation and involvement for programmes which 
are preventive and promotive in nature. 


It is difficult to make preventive and promotive services 
fully self-sufficient. Thus dependence of funds from 
Outside sources seems inevitable. 
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(3) We feel that cost of health services must be subsidized, 
particularly when it is serving the rural poor. To meet 
this deficit, the existing government resources and funds 
may be channelized as far as possible, but along with 
maintaining the spirit of independence, flexibility and 
voluntarism. 


(4) _ The notion that totally free health services are of sub- 
Standard quality has some worth in it. So even the 
poor should be motivated to pay at least a token fee 
for the service. 


(S) It is also desirable that the rich in the rural areas need 
to be tapped by charging them more than the average 
cost per service so that their poor fellow men may be 
adequately supported. 


(6) The annual per capita cost for the designated population 
of Community Health Programme is Rs. 32.50. 


(D) Integration of Indigenous Systems 


There is a need to integrate allopathic medicine with other 
indigenous systems like Ayurveda, Home Remedies, 
Homeopathy, etc. and positive efforts should be made to see 
that local healers also join hands to play a constructive role in 
the well-being of the community. 


(E) Referral Hospital : Backbone of Community Health 


Support of a well-equipped referral hospital forms the 
backbone of any Community Health Programme. This also 
increases credibility and self-esteem of health workers in the 
community. 


(F) Collaboration with Government 


There are both advantages and disadvantages of taking over 
total health care responsibility being provided by the government. 
One has to critically study the merits and demerits of such 
collaborative efforts before undertaking such a responsibility. A 
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more flexible collaborative term may be developed so that the 
organization can take up its own prioritized programmes 
depending upon its strength and interest. 


(G) Potential of Village Health Workers 


lt has been experienced from a pilot study that an alternative 
system where village level workers are provided with enhanced 
training and cmoluments, can satisfactorily take over most of 
the responsibilities of FHWs, with the latter providing only 
tcchnical, supervisory and training inputs covering a large area. 


SEWA Rural tcam consists of professionals having cducation 
and experience in India and abroad in diverse ficlds of 
specialization, and the workers at different levels in the 
Community Health Programme. 
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Appendix | 


Service Utilization 


Baseline Present Status HFA 
SEWA-Rural Govt. Guj/Ind Target 
1982-84 (1990-1991) 1990 = 2000 
MATERNAL CARE 
Ever-registered 25.0 G 85.0 NA 80 100 
3 or more visits by FHW = 25.0 G 62.0 NA 80 100 
Inj. Tetanus Toxoid 25.0 G 85.0 58 1 100 100 
Child births attended 
by trained personnel 25.0 G 90.1 NA 80 100 
Postnatal check-up within 
7 days of birth by FHW 10S 85.0 NA NA NA 
VACCINATION COVERAGE 
BCG 33 S$ 96 46 | &5 85 
POLIO 9S 90 50 1 85 85 
DTP 78 88 58 | 85 85 
MEASLES NI 87 17 1 85 85 
jE SS ee ae eT 
S : SEWA-Rural 
1  : Government of India (Rural) 


G_: Governement of Gujarat (Rural) 


NA : Not available. 
NI : Not introduced. 


Appendix Il 


Vital Statistics 


Crude Birth Rate (CBR) 
Crude Death Rate (CDR) 
Maternal Mortality Rate 

Neonatal Mortality Rate 

Perinatal Mortality Rate 

Infant Mortality Rate 


Pre-school Mortality 
Rate (1-5 yr) 


Childhood Mortality 
Rate (0-4 yr) 


Couple Protection Rate% 


Severely undernourished 
Children (%) 


Present Status HFA 
Guj/Ind Targets 


Baseline 
SEWA-Rural Govt. 


1982-84 (1990 - 1991) 1990 2000 
35.6 G 27.6 296 G 27.0 21.0 
12.7 G 8.9 99G 104 9.0 
3.1 G 7.43 5.0 G re | >2 
121.8 G 45.71 63.6 I NA NA 
126.2 S 70.0 616 1 NA 30-35 

1720S 1008 104.0 87 >60 


“128 $ 33 ° "NA 15-20 10 


32.0 S 23.0 409 G NA NA 
36.9 G 60.0 427 G 42 60 
16.1 S 3.4 NA NA NA 


i 


S  : SEWA Rural. 


I: Government of India (Rural). 
G : Government of Gujarat (Rural). 


NA : Not available 
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Evolution of Community 
Health Programme 


Dr. Indumati Parikh 


STREEHITAKARINI, a women’s welfare organization, was 
Started in Bombay in 1964, by 13 middle class, educated women 
to educate women to lead a better life. Knowing that the need 
of uneducated, backward and poor women was greater, we chose 
to work in one of the slums of Bombay with the help of some 
local contacts. We did not know the community, nor was the 
picture painted very hopeful. We had no clear idea of the 
programme we wanted to implement. In fact we were groping 
in the dark with only a few ideas in our heads. The idea was 
to teach women to be good wives and mothers and also to be 
good citizens. 


When we decided to start the work, we had to face a number 
of problems - Where and how to teach these women? Who would 
do the teaching? Who would train the teachers? How would we 
demonstrate what was good and what was bad? There was nobody 
to guide us nor was there any institution where we could get 
training of the sort we wanted. So we decided to start an 
institution which would be our laboratory, our field training 
institution and also a recruiting ground for our future teachers, 
all-in-one. We selected a lower income area at Dadar (the area 
is situated in the heart of the city proper). According to sample 
_analysis 23% of families live in Chawls (multi-storied tenements 
for low income groups) and 78% in huts. The huts are so crowded 
that many of them are built on top of one another. We call it 
a two-tier hutment colony. 


Chawls are better off with physical facilities like water taps, 
latrines and electricity. All of these have electricity. There is 
one tap for every 2 to 4 tenements and one latrine for every 
5 to 7 tenements. In hutments 25 to 30 % have no electricity. 
There is one water tap for every 17.8 tenements and 40.9 
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tenements have to share one latrine. Solid waste is hardly 
collected and open drainage gets choked. We pooled some of 
our own resources - money - and started holding meetings of 
local women, wanting to know what activity they would want 
us to start. These women expressed their skepticism about our 
sincerity and endurance in no uncertain terms, but at the same 
time told us that they needed a Medical Clinic in the locality 
which should be open in the afternoon at such time, when it 
would be suitable for themselves and their children to attend. 
This suited us very well, as three of us were practicing medical 
doctors and could find time for this clinic only in the afternoons. 
A Clinic was started in October 1964, which was kept open for 
three days in a week. Women started walking in and out of the 
Clinic with all sorts of problems. But this was not enough. We 
wanted to teach something more gnd for that, we had to know 
more about the community. We soon discovered that our middle 
class ideas about the commuhity were all wrong. We did not 
know how these women lived, what they ate, what was their 
behavioural pattern, what were their beliefs and health care 
practices. One cannot try to change something, which one does 
not know at first hand. We had to study, de-learn and relearn 
about the life of slum people, only then could we guide them 
to live a better life. The use of Health Programme in the form 
of a Clinic for women and children as an entry point, also helped 
us to establish our credibility vis-a-vis the population we wanted 
to work with. 


My participation in Pathfinder Fund’s International IUD study 
in 1964-67 had brought me in contact with the Fund. In 1968 
Dr. Elton Kessel, Pathfinder Fund’s Executive Director visited 
me in Bombay. He came to know about Streehitakarini and was 
impressed by what we were trying to do. He offered to help 
and. asked us to prepare a project and we submitted one — 
Community Involvement in Family Planning. Before drafting it, 
we wanted to know something more about the community. We 
organized a sample survey, with the help of Ramnarayan Ruia 
College's Economics and Statistics Departments. Ina family and 
fertility survey of 150 families living in huts on footpaths of 
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Senapati Bapat Marg - Panchsheel and Shreekrishna Zopadpatti 
- we discovered that women hardly received any heaith care, 
nor was the community aware of any preventive measures like 
immunization of children, etc. Only 16% couples were practicing 
Family Planning - 12% were sterilized - all after 4 or more 
children. 41% males and 67% families had income of 
Rs. 200/- or less, per month. 


Though we had introduced Family Planning earlier, as we 
thought it was necessary for the health of woman and her child 
and also because, the acceptance of Family Planning led to 
freedom of women, regular systematic work in Community 
Involvement in Family Planning started in November 1968. 
Advent of IUD and Oral pills made it easier to take Family 
Planning to the slums. It was soon realized that Family Planning 
was not being accepted because of high rate of infant and child 
mortality in the poor communities. Women talked about it openly 
Saying when 6 or 8 were born, only 2 or 3 survived. This led 
to Our next activity and we started our child survival programme, 
including immunization, nutrition and weight monitoring, within 
a year or two. Thus our community health programme started 
evolving in the course of time, based on the demand of the 
community itself. The Clinic was catering to all the daily needs 
of women and children in the locality and increasing our curative 
health inputs. The recruitment of local workers gave a boost 
to our health education and preventive and promotive aspect of 
our Health Care. We have always treated health as an integral 
part of total development, since, for poor people, health is not 
a priority. That is why our fieid workers are not mere health 
workers but multi-purpose workers, right from the beginning. 


Our ideas about the whole programme got crystallized by 
this time. We also expanded the area as more and more women 
started coming and by 1972 we were implementing our 
programme in adjacent slums with a population of 50,000. We 
needed more Field Workers and their training had to be 
organized. We had no difficulty in recruiting them. Some of 
them were acceptors of Family Planning from the Clinic, some 
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came in contact through activities like sewing class,and non- 
formal education classes. Some came to take advantage of our 
programmes like immunization or child nutrition, and some more 
were brought over by their friends. A survey conducted in 1969 
also gave us contacts with a few. In the beginning we started 
with 3 male field workers, afterwards one or two joined us for 
a short time, but none of them stuck on for long, excepting one 
who was with us for 3 years but died suddenly. We then gave 
up the idea of trying to find out male workers and thought that 
our target group being women, women workers would be more 
effective. We devised our own method of training, consisting 
of putting the workers in the field simultaneously with the 
ongoing theoretical training. The subject matter related to the 
field activities was taught first; eg., we taught broad outline of 
reproductive system, both in male and female, and explained 
to the trainees how conception takes place. This helped them 
to understand how a contraceptive is used and how it acts as 
a preventive measure. They were also taught how a sterilization 
operation is performed and how the fallopian tubes or Vas (the 
tubes that carry the female and male seed) are blocked. We 
provided each of our workers with drawings of reproductive 
organs on a handkerchief, which they could carry in their bags. 


The Spread and Integration 


When we added comprehensive child care to the Family 
Planning Programme, all aspects of child development, feeding 
and health care were included in teaching our workers. Teaching 
of about other health problems followed. We gave scientific 
knowledge about different physical systems in the body and their 
ailments in simple language (Marathi), explaining preventive 
practices like personal hygiene and ORT. Their own beliefs and 
misbeliefs were critically examined. We never forgot that these 
women were part and parcel of the community and shared all 
their ways of living. Our first task was to inculcate in them the 
scientific way of thinking. In short we taught them to treat health 
as an integrated programme and their training continued “in- 
service” also. Survey, record keeping and group meetings of the 
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women in the community were added one after another and over 
a period of one year, while working in the field, our workers 
evolved into multi-purpose workers catering to the health needs 
of the population. Streehitakarini’s aims and objects are very 
broad and comprehensive “Healthy, Free and Full Life for the 
Women” is our slogan. Health is only a part of our programme. 


To make it easy for our workers to look after a specific 
population we divided the area into six groups - each group 
having 1000 to 1100 families under it. Each group has a Group 
Leader and four Field Workers, and it is the collective 
responsibility of the “Group” to look after the population and 
organise and help in implementing all! the programmes undertaken 
by the institute. A multi-purpose worker would motivate a woman 
for accepting a particular method of Family Planning and bring 
her to the clinic for a check-up, and would follow her up 
thrgughout her use of the contraceptive, provide her the monthly 
quota of Oral Pills or give her condoms, sometimes even late 
in the night if the woman asked for it. She would prepare 
rehydration fluid at any odd hour and sit with the mother feeding 
the child. Many times our workers have sat with the family with 
a child with high fever sponging and giving cool drinks to the 
child. Some of them have taken serious patients to a general 
hospital and admitted them. All this was possible because they 
belonged to the community and were living in the community 
and developed a sense of responsibility, further helping bilateral 
co-operation. 


The Progress 


The first batch of workers have no longer remained field 
workers or group leaders. Most of those who joined us in 1969 
have been upgraded in the organization. One of them (JJ) is now 
General Secretary of the Organization and is proving to be a 
good organizer. Miss J.D. who joined us at the age of 11 is 
now a registered medical practitioner in Ayurvedic system of 
medicine and is helping in the Clinic and is also our treasurer. 
Our Nutrition Programme is being capably managed by one of 
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the earliest volunteers (Mrs. S.A.) from the area. All the 
kindergarten classes, 12 in all, are being supervised by another 
one of our old workers Mrs. S.S. Out of 6-old group leaders, 
two are supervisors having five groups each to supervise, one 
is social worker in the clinic and one is in charge of Adult 
Education. One more is upgraded to be an assistant in the 
Operation Theatre. 10 of the old Field Workers are now Group 
Leaders with a population of 10,000 under each one. We had 
to recruit 45 new Field Workers and train them during last year, 
as we have recently expanded our activity to the adjacent area 
and are now catering to a population of 100,000. 


The Payment and Job Satisfaction 


When we started, we had difficulty with funds. In 1972 we 
started paying these workers. The emoluments were meagre, even 
now they are not at the level of minimum pay scale decided 
by the Government. We were paying our Field Workers 
Rs. 35/- and Group Leaders Rs. 50/- per month. This was mefely 
some pocket money by any standard. Then why do these women 
continue to work with us even when some of them have non- 
working husbands and none of them is well off? One important 
thing in this regard is that they are all registered subscribing 
members of Streehitakarini, fully participating in the decision 
making processes of the organization, including possibility of 
being elected to the Executive Committee or becoming an Office 
Bearer of the Institution. Today one of them is the General 
Secretary of the Organization; another one is a Treasurer and 
another two are members of the Executive Committee. This gives 
them a proud feeling of being decision makers and not being 
mere implementors or employees. There is yet another very 
significant factor regarding their continuation on small 
emoluments and that is the status elevation in the eyes of the 
family as well as the community. An erstwhile ordinary 
housewife, who never had stepped out of her house, becomes 
the leader of the community, gains self-confidence and is elevated 
to the level of a useful citizen. She is sought after in the case 
of emergency and asked for guidance in many different fields. 
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I feel this is the most important factor in ensuring involvement 
of the people in the Health Care system, or as a matter of fact, 
any voluntary work. 


The working hours of the Institution are between 12 to S, 
a most convenient time for any housewife to work. But sometimes 
our workers have to work at any odd time during the day or 
night. We can proudly state that they have developed that much 


adequate sense of responsibility and interest and never grudged 
about it. 


Health Component 


Our health component has increased during the last ten years 
as the health awareness increased. The child survival component 
not only improved the acceptance of Family Planning after two 
or three children, but gave a woman much needed time and respite 
to think about herself. She visited the Clinic not merely for the 
health of her children, but also for herself. 


Table I 


Attendance of Women and Children to the 
Daily Clinic - Percentage 


1981 1990 
Women* 57.0 78.5 
Children 43.0 21.5 


Note ; *This does not include women coming for Tubal Ligation, 
M.T.P. and those included in women’s gynaecological 
problems research-cum-service project. 


The number of women attending for gynaecological 
complaints, treatment for infertility, attendance for antenatal and 
post-natal problems increased. Our mass Cancer detection 
programme in 1989 created awareness about Cancer and also 
about the general health of women. 


Development and Implementation of a Service-cum-Research 
Project on gynaecological problems of women, another project 
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of monitoring health of adolescent girls and grant of a Health 
Post to be run for the Bombay Municipal Corporation, have 
increased the responsibility of our field workers by leaps and 
bounds. 


All this has led to demystification of medical care, particularly 
when it is taken up as an integrated whole. Our Health exhibitions 
and mass medical check-ups of children every 2 or 3 years help 
in educating the whole community about health. Simple Charts 
and Models explaining health problems and models of human 
body handled by men and women gave them an idea of working 
of the whole human organism. The experience of how 
immunization, supplementary nutrition and health care of family 
lessens the number of visits to doctors and hospitals carrried 
home the conviction that a lay-person can do something for better 
health. But again it must be re-emphasized that Streehitakarini 
does not implement its health programme in isolation. It is 
supported by Non-formal Education, Adult Education and 
Education for Income Generation. As stated earlier, we wanted 
to bring about some social change which will lead to Healthy, 
Free and Full Life for Women. | 


The workers themselves have changed in the process of 
learning and working. They are neat and clean, their appearance 
and even language have changed. The zest for better living coufd 
be felt when you look at their homes and children. Children 
of our workers who have been with us for a long time are getting 
better education and better living conditions. These workers have 
Started a chain of social change, which is fast spreading and 
one who has been in close proximity can feel the difference over 
a period of years. 


Our workers. now have become health educators and 
organizers of health programmes. But being urban based, where 
our Clinic or other service facilities are within walking distance, 
they do not dispense medicines beyond paracetamol or 
Sulphaguadine or metronidazole. They do teach women about 
child nutrition and demonstrate how to prepare weaning food 
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out of ingredients available in the house and discourage use of 
powder milk and other costly baby foods. They prepare oral 
rehydration fluid and teach how to administer it. They can give 
first-aid in most cases and arrange for a patient to be admitted 
in the Hospital. So far we have not taught them how to conduct 
a delivery, though we have taught them antenatal care and 
arranged for their visits to nearby public Maternity Hospitals 
to acquaint them about the delivery. Most of the deliveries in 
Bombay take place in Hospitals and post-partum follow-up is 
more important than actual delivery. Our workers can do this 
very well. 


But besides health they help in conducting adult literacy 
Classes in which thy can put in lot of health education inputs, 
help women in small saving (last year we deposited more than 
Rs. 6,00,000/- in Postal Savings Bank on their accounts) and 
pre-school education. Besides these, they participate in leadership 
activities in their own residential locality, many times leading 
the local people to organising diffferent Educational or Cultural 
programmes. Three of them are actively participating in formation 
of Housing Co-operatives of their Own area group. 


Out of 31 programmes which the Institution is implementing 
18, or 58%, are health programmes which were introduced 
gradually over a period of over 25 years, including Alcoholics 
Anonymous, on demand by women, and a mobile health clinic 
at Bandra slum with predominantly Muslim population. There, 
innovative programmes are health monitoring of adolesecent 
girls, study of gynaecological problems, education on AIDS, etc. 
Pap smear Examination of women over 30 is routinely carried 
out with the help of Tata Memorial hospital. We have realized 
that health is not only a good entry point for bringing about 
social change but creation of health consciousness and 
implementing health programmes helps the woman in developing 
her self-confidence and awareness of her individuality. We could 
more or less claim that all these programmes were accepted by 
the community after we explained to them the necessity of the 
programme and its effect on themselves. We did not introduce 
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all the health components at one stroke, but Started one, 
consolidated it and then introduced the other one. With every 
new programme, education of the workers as well as that of 
the community is absolutely a must and is the foundation of 
its success. 


Though men were not directly involved, many times, our Field 
Workers felt the need to contact the men of the house about 
the importance of the programme. In the beginning, resistance 
and objections to our programmes came more from the men and 
elders in the community and we had to convince them first so 
that women in this men dominated society could take advantage 
of the programme. 


We cid not formally document most of our work 
systematically except until very recently. Whatever statistics we 
have collected show that we have made a good headway and 
feel confident that the community has realized the benefits they 
have gained during all these years. We are being recognized as 
one’ institute which can do training of Community Health 
Workers. We have developed a number of teaching aids and also 
published books. 


We were perhaps the only voluntary organization which was 
involved in discussions with the World Bank in planning a Health 
Post by the Bombay Municipal Corporation. We are the first 
Voluntary Organization to run the Health Post with our own 
Staff structure, quite diffferent from that of Bombay Municipal 
Corporation, which has been accepted by Bombay Municipal 
Corporation and World Bank. With this, we hope to reduce the 
cost of Health Care and also involve the community in the activity 
by means of involving women workers from the locality for 
implementation of the work. 


Community Participation and Self-sufficiency 


We have realized that the community as a whole is not 
initiating any health programmes. Apart from supplying the field 
workers and other supporting workers in the institution, there 
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is hardly any sustained activity by the community for itself in 
respect to health. As a matter of fact, there is no community 
action in any field of social, economic or cultural field except 
ona few occasions. Most of it is sponsored by political groups 
or parties and with claims that it has originated in the community 
itself. The reasons are many. I reiterate that in the city of 
Bombay, no homogeneous community exists, nor is there a 
tradition of community life. These people are thrown together 
by circumstances and a major time of their life is spent in earning 
for their families. Besides this, there is continuous in- and out- 
migration, which makes the community very unstable. The 
leisure, whenever it exists, is spent in drinking, gambling or 
idling. There is no concept of any relaxation or enjoyment of 
life, except watching T. V. or organizing Video films, sometimes 
3 in one night. 


Against this background self-sufficiency in health matters is 
unthinkable. In the case of health emergency, for curative medical 
purposes people are ready to spend any amount in the private 
sector even by incurring large amount of debts. But once the 
crisis is over, hardly any thought is given to illness or money 
spent on it. I feel that unless the basic needs of the community 
are fulfilled in a satisfactory manner, community participation 
in health is difficult to evoke. In an urban set-up, building of 
latrines, drainage, solid waste collection and water supply are 
not in the hands of the community and the authorities are not 
fulfilling these needs to anybody’s satisfaction. 


Once we accept that the community is not interested in or 
is apathetic to its health needs it becomes obvious that health 
programmes cannot become self-sufficient. We wanted the 
community to contribute at least a part of the cost. We never 
gave our Curative services free, right from the beginning, though 
charges are ridiculously low. In 1964 we charged 10 paise for 
a day’s medicine. Now it is one rupee or so. For antibiotics 
(when necessary), we charge cost price of the drug. People pay 
readily. But for promotive and preventive services, we Cannot 
charge anything because of Government rules and regulations. 
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People would not mind contributing something towards Cost of 
immunization and nutrition for children, if properly approached. 
But to make community health care programme self-sufficient 
is practically impossible in the near future. Several methods 
for funding have been suggested and tried like Users” fee and 
Health Insurance, fund raising or undertaking a commercial 
scheme. 


We have tried to find a via-media in Streehitakarini. Those 
who can contribute are asked to contribute and put something 
in the kitty, but nobody is turned out if there is nothing to put. 
We feel that all the tax payers (even the poorest pay some tax 
or the other, though in an indirect form) have a right to minimum 
Health and Educational Services from the Government. 


It would be difficult to calculate the cost for Health component 
alone, as we are implementing an integrated developmental 
programme for women. All of us work in the capacity of multi- 
purpose workers. It is difficult even to distinguish between the 
medical and non-medical staff from the type of work put in. 
Our Budget for last year could give an idea of the expenditure 
(Appendix I). 


_ We have not calculated the real cost of our work which would 

be much more. All our staff is not fully paid - most of them 
take honorarium (more so in the case of Medical Staff and Field 
Workcrs). The cost of vaccines, medicines received as donations, 
ctc., is not calculated. The cost of free services rendered by a 
few people are also not calculated. It is difficult for a Voluntary 
Organization to calculate the cost which, to my mind, is much 
less than that of any Government or Muncipal programme in 
terms of money, but much more in terms of sincerity, devotion 
and human feclings. 


Constraints 


A voluntary organization working in the field of health or, 
for that matter, in any ficld, has several constraints. For 
Streehitakarini, a big constraint is our inability cither to change 
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the physical conditions of the population or to build up such 
an infrastructure on which a sound and integrated health 
programme could be implemented. We have neither the power 
nor the resources needed to improve the living conditions of the 
population, nor can people start doing anything about them. The 
hutment dwellers live all their life under the threat of eviction. 
To our minds, promotion of Housing Co-operatives is perhaps 
the only method in which the community could be involved for 
improving its living conditions. But corruption and nepotism 
come in the way of giving impetus to this activity. 


Health Education 


With a large number of illiterate women following orthodox ways 
of living, Health Education will have to be a continuous activity 
in backward areas of the urban population, as incorrect concepts, 
blind faith and fatalistic attitude to life play a very large part 
in the whole community, for health practices like nutrition, 
illnesses and child rearing. This education has to become a part 
of our Primary education which is available to the largest number 
of people in urban as well as rural populations. Second most 
important factor is about the education of our health personnel 
from top to bottom. They can do a lot of health education and 
implementation of promotive and preventive health by doing their 
duties honestly and conscientiously. | do not think the community 
as a whole is in a position to look alter itself with the level 
of education and income available to it at the present juncture. 
Perhaps, at some distant future, if our policies of today are right 
and are implemented properly, the community might evolve a 
method of looking after itself. But even today if the health and 
educational personnel appointed by any agency - Government, 
Muncipality, Zilla Parishad or Village Panchayat and even by 
Voluntary Organization - work as a part and parcel of the 
community (in fact they do belong to the community), one can 
think of community participation in a positive manner, provided 
we are honest and sincere about what we do. Voluntary 
organizations like Streehitakarini can act as examples or catalytic 
agents only. 
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To Conclude 


The pattern of Community Health Care for the urban poor 
has been evolved by Streehitakarini with a target group of women 
and children, which is the most vulnerable group in the 
community. Its success is limited because of lack of existences 
of health infrastructure — good housing, paucity of latrines, 
defective drainage, accumulation of solid waste and insufficient 
water supply — all responsibilities of Bombay Municipal 
Corporation and the State Government. Voluntary organizations, 
or the community cannot do anything without full co-operation 
of these two bodies. Streehitakarini’s approach to health care 
as an integrated part of total development of the community is 
proving more effective. Streehitakarini has proved that women 
with 6 to 10 years of schooling, if properly trained, motivated 
and given a chance to elevate their status in the community, 
become efficient multi-purpose workers and impart health 
education. The Bombay slum community is not homogeneous. 
Various factors have fragmented it. In present conditions it may 
be unjustified to expect any sustained community activity, 
including community health. 


Dr. Indumati Parikh is the Founder and Director of 
Streehitakarini, Bombay. 
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Appendix | 
Statement of Expenditure in the Year 1990-91 


S.No. Particulars Amount 
Rs. 
l. Salaries 7,40,120.00 
2. Nutrition 4,72,458.00 
3 Medicines 94,343.00 
4. Transport/Conveyance 21,724.00 
5. Education 58,153.00 
6. Printing and Stationery 20,890.00 
7. Postage and Telephone 3,328.00 
8. Repairs and Maintenance 36,886.00 
9. Insurance : 4,223.00 
10. _—_ Electricity 3,096.00 
11. Taxes, etc. 5,300.00 
12. Audit fee 10,000.00 
13. Miscellaneous Expenses 49 832.00 
TOTAL RUPEES 15,20,353.00 
~ 
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NGO Experiences 
Implications for Health Services at 
the Community Level 


Dr. N. H. Antia and Kavita Bhatia 


NGO field projects working in the area of health have different 
orientations such as Gandhian, radical, feminist, religious, 
corporate, scientific and welfare. These are represented in the 
ten NGO experiences which have been presented. These projects 
are operating in different regions of the country, like Maharashtra, 
Uttar Pradesh, Gujarat, Andhra Pradesh, Bengal and Tamil Nadu. 
They have targeted different populations, such as the tribal, rural 
poor, backward castes, urban poor and women, and have utilized 
varying methodology. They may be seen toghave succeeded due 
to charismatic leadership or ideological motivation and 
commitment. Yet all these projects provide knowledge born of 
actual experiences, which is infinitely more valuable than any 
amount of theorizing. Ignoring the efforts of these as also of 
many other NGOs all over the country dealing with important 
health issues at the community level would mean wasting 
precious experiences and retreading ground already covered. It 
is necessary to understand that such NGO as well as government 
experiences have also confirmed many of these lessons. 


An important lesson from most of these NGO experiences 
is that contrary to common belief many, if,not most, of the health 
problems of the community can be tackled by members of the 
community itself, if provided with the necessary knowledge, 
encouragement, training of local workers and support. This 
includes preventive, promotive as well as curative care, not only 
for minor illness but also for most of the major diseases covered 
by the National Disease Control Programme, eg. malaria, 
tuberculosis, leprosy and immunization as well as Family 
Planning. This is because the knowledge and technology for 
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the prevention, cure and control of these diseases which are of 
a communicable nature are remarkably simple, effective, cheap 
as well as safe and hence can be best utilized by the people 
themselves. While the skills are simple, teaching and making 
them available to the community requires a high degree of cultural 
affinity with the people as well as constant availability and 
accountability to them. 


Four decades of appropriating these health functions by the 
health services has demonstrated their inability to achieve the 
results. This has also prevented the people from solving those 
problems within their own ability and created a sense of 
dependency and helplessness. It has also diverted the resources 
and attention of the health personnel from those problems for 
which they are trained and their services most needed. 

Immunization, nutrition, pre-natal and post-natal care, safe 
deliveries, detection of foctal abnormality, health education, 
health and nutrition of pre-school children, spraying for malaria, 
chlorination of wells, hygiene and sanitation, rehabilitation, are 
some of the promotive, preventive measures requiring sustained 
effort and cultural affinity rather than a high level of technical 
inputs. These have been successfully implemented with 
involvement of local people as non-medical community health 
and paramedical workers, by practically all these NGOs. 

These locally selected health workers have been able to spread 
health awareness, information and education, in a manner in 
which no outsider could have made the same impact. It must 
be noted that there is an intensive coverage of the population 
by village workers trained by NGOs. Practically all the 
experiences demonstrate that trained village health workers and 
the supportive ANMs have been able to take over much of the 
curative load including diagnosis, treatment, injections, follow- 
up, etc., to the extent that professionals who initiated the 
programmes were later only needed for the far fewer diagnostic 
and referral problems. This cadre of trained workess oar ate 
accepted by the community as useful health pers Game ay 
period of time. Maintenance of records, co-0 Cition “aC wealth > P 
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activities in an area, preparing health education and training 
material, imparting training, acting as community organizers, 
advocating causes, building and maintaining the infrastructure 
such as wells, roads and health centres, are some of the activities 
best handled by local people, as demonstrated to a varying degree 
in these projects. Given the opportunity, semi-literate and even 
illiterate workers have proved to be articulate, practical and 
efficient health functionaries. The NGOs, depending on their 
input, have been abie to achieve control over many of the serious 
national health problems like communicable diseases, high 
mortality, high birth rate, Family Planning coverage and even 
serious local health issues like alcoholism (AWARE, SEARCH). 


In the case of Family Planning they have demonstrated that 
health and population control cannot be mutually exclusive. A 
high couple protection rate and a low birth rate and infant 
mortality rate are possible only when accompained by an overall 
enhancement in health inputs and health status. That the best 
Family Planning measure is development, is not just a cliche 
but is demonstrated by NGO experiences. Education, employ- 
ment, income generation, infrastructure and improved living 
conditions have been implemented in the projects which have 
seen a lowered birth rate, despite having no target pressures. 
People's rapport, faith and trust in their own health workers, 
together with provision of other non-Family Planning health 
services, particularly curative, have proved to be crucial to 
acceptance of Family Planning measures (eg. Streehitakarini, 
SEWA Rural, Munnar, RUHSA, Jamkhed). This approach to 
health has also resulted in re-orientation from a predominantly 
curative emphasis to granting preventive and promotive health 
its due place in the health programmes. 


Sensitivity to cultural and social factors seems to be the key 
to effective health care. Openness and communication with the 
community is vital. This includes granting due respect to 
traditional health practices, and attempting to incorporate folk 
remedies as also the traditional systems. The experiences of 
Banwasi Seva Ashram, for example, demonstrate that this is 
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possible to a considerable extent. Only a person familiar with 
members of the community, their language, lifestyles, health 
beliefs and practices, is able to influence health behaviour. 
Modem medicine has provided Simple, safe and effective 
technology, which nevertheless requires a high degree of social 
and cultural affinity in its application. Hence a locally selected 
and trained person is best suited, being familiar with local 
conditions and familiarity with the community. 


The projects demonstrate that an effective village health 
worker needs : 


(a) appropriate selection. 

(b) continuous on-the-job training. 

(c) adequate resources. 

(d) back-up of an effective, supportive and referral system. 


i - 2 - 
(e) intensive coverage by a small population to health 
worker ratio. 


(f) | Due respect and faith in the ability of the village health 
workers. 


The reason why the Government Community Health Worker 
Scheme has failed is because these prerequisites have been 
ignored. Today the over-burdened and inappropriately trained 
ANM, a young alien, coming from outside to the community, 
and the grossly devalued village health worker, are travesties 
of their counterparts as seen in NGOs. However, given the above 
conditions, local health workers can deliver results which no 
amount of techno-managerial or enhanced infrastructural inputs 
can achieve. This is not to decry the importance of more highly 
trained medical personnel, but to limit their role to more 
specialized curative and preventive functions as well as for 
training, support and technical advice to the community. 


These NGO experiences also teach that village level health 
services require adequate back-up and a referral system. In all 
cases where village health workers have been effective, they have 
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been backed by a well-operated base hospital having pathology 
facilities, doctors, nurses, beds, adequate drugs, transport and 
diet facilities. These hospitals are simple structures with 
dedicated doctors and nurses. Rational prescription practices are 
responsible for their low expenditure on drugs and hence on 
overall expenses. Doctors are crucial at this level, to provide 
the services they are best equipped for, eg. Curative support and 
technical inputs for training and planning health programmes. 
The Munnar hospital, though equipped with some of the latest 
high-tech equipment, and doctors of several specialities, has a 
systematic two way referral system of a very high order. Patients 
to the hospitals are mostly referral cases who are sent back to 
locally bases health centres for convalescence, thus avoiding a 
longer period of occupation of expensive hospital beds. The 
Jamkhed hospital has facilities for accommodation for the 
relatives of patients with facilities for their stay and cooking, 
thus allaying the fears of rural people in an alien hospital setting. 
These hospitals also served as the centre for training, record 
keeping, planning of services, including the preventive and 
promotive programmes and administration, in the manner the 
Community Health Centre was originally envisaged in the 
ICSSR/ICMR report. 


The backbone of effective referral is transport and 
communication facilities. Most field projects may have just a 
jeep (the use of which is often politicised in the government 
PHCs) making regular rounds of the designated areas for training, 
monitoring and support. AWARE innovatively uses boats to 
reach inaccessible areas. Regular visits of village health workers 
to the base, for training, supplies or reporting, generally using 
local transport also helps maintain contact. Except for 
emorgencies, such simple channels of referral should suffice. It 
is the linkage between the village worker or ANM and the base 
hospital, which is important as it gives confidence to the 
community and its village health workers, who do not feel 
isolated, and has given credibility by her power to refer patients. 


This in turn helps her gain respect of the people and enhances 
her self-confidence. 
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All these projects demonstrate that decentralization of health 
is not only desirable, but possible. It enables empowerment and 
enhancement of the people’s capabilities, leading to a shift from 
the ‘delivery’ of health services to self-reliance of people. CINI 
gives a sensitive account of the process. This could also result 
in the eventual phasing out of the NGO (AWARE, CINI), but 
this phasing out is a relatively rare phenomena among NGOs 
and can have an adverse fall-out (Mandwa). 


In the process of decentralization, technical guidance, support 
in planning, training inputs and curative referral were the major 
interventions from outside the community, and had been 
attempted in different ways by these NGOs. RUHSA, apart from 
Munnar and Jamkhed, have reiterated that the block (about 
100,000 population level) seems to be the most effective unit 
for health coverage with the majority of the functions being 
undertaken at the village level itself. Decentralization includes 
optimum encouragement of local talents and resources to 
undertake local health related functions like simple pathology, 
purchase and dispersion of medicines, cooking supplementary 
meals trom locally available foodstuff, manufacture of furniture/ 
artificial limbs or other requirements, etc. SEWA-Rural 
demonstrates that decentralized health services at the 100,000 
population level, as proposed by the ICSSR/ICMR report and 
adopted by the government's health policy from Sixth Plan 
onwards, can be implemented effectively. 


These NGOs have demonstrated in a varicty of settings, the 
ability of community members to take up successively complex 
health responsibilities, with the passage of time. Community 
members have contributed their unique insights in planning and 
developing health programmes which are relevant to their needs. 
Two of these ten NGOs have health workers who are members 
of the community, on their governing board. (Streehitkarini, 
Banwasi). In many of them, senior workers participate in 
programme planning. Involving local leaders like Panchayats 
to gain entry in the community, the NGOs have succeeded in 
later involving their population. 


255 


The importance of health education and ‘information is 
reiterated in every NGO experience. The most powerful tool 
for people to gain control over their own health is health education 
and information. Simple knowledge of nutrition, coupled with 
immunization and supervised delivery, could save lakhs of 
maternal and neonatal deaths. Health education and information 
can also be a powerful catalyst for people to demand their rights 
and accountability from the health services and personnel. It 
is hence no surprise that education and information have been 
used to great effect and are integral to the strategy of all NGOs, 
even those as diverse as AWARE ane Streehitkarini. This again 
is chiefly a non-medical intervention requiring high social and 
cultural skills and affinity, hence best designed and imparted by 
local people, with technical guidance from the professionals. 


By far, the most important lesson is that priorities in heaith 
goals must start from the people. Identification of health needs 
must be an ongoing process which is not easy, as it must Start 
with the people, giving vital health education and information 
until they are equipped to identify, articulate and participate in 
meeting their own felt needs. The process is uphill but effective, 
because it is the only way to ensure the relevance of health 
interventions. The planning, implementing and monitoring must 
all come from the people for whom the interventions are meant. 
The extent of success in intervention will depend directly upon 
the extent of sensitivity to the local conditions and the 
involvement of the local people. SEARCH documents this. All 
NGOs use this methodology to varying degrees of success in 
activities ranging from programme implementation to advocacy. 
Health goals, methodology, implementation, monitoring and any 
changes in these, must involve people, otherwise mere lip-service 
to people’s participation results in unrealistic targetisation, with 
under-usage and mismanagement of health resources and 
services, devaluation of local health workers and poor impact 
on health, as amply demonstrated in the public health services. 


The importance of human relations cannot be over- 
emphasized. The most valuable asset of the NGOs are the health 
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personnel. The impersonal attitude prevailing at all levels of 
the public health system, the authoritarian management style 
(described in detail in Dr. Muley’s chapter in the first section) 
and particularly the terror of targets and transfers are all 
responsible for incalculable harm to the quality of health services. 
While the inter-personal relationships and motivation of NGOs 
may not be replicable elsewhere, some hard facts are worth 
noting. Correct selection of workers is half the battle won. This. 
applies not only at the village level, but also for other personnel. 
Continued training is vital for success — a short period of training 
in the beginning, with constant and repetitive inputs, seems to 
work best. This works along the line for doctors and nurses 
as well, who must be updated and also given refresher courses. 
The location of training is most important — it must be as close 
to the actual field and conditions of work as possible, not at 
the district level. The content of training must be flexible, close 
to ground level realities, and made interesting, not theoretical. 
The next level of workers, at all levels, prove to be the most 
effective trainers, and senior personnel of PHC as developers 
of training curriculum and material. Those who are responsibile 
for training must have respect and empathy for the less educated 
trainees as well as for their native intelligence. Discussion and 
practical demonstration are preferable to theoretical lectures, as 
shown in all experiences. 


The importance of accountability and of appropriate 
documentation are seen in NGO experiences. Accountability 
should be qualitative, and measured in terms of actual results 
not merely quantitative achievements. Effective channels of two- 
way communication and information must be developed, to 
prevent tragedies like unreported morbidity or deaths, due to fear, 
as seen in the. public system of today. Accountability should 
be an ongoing participative function, not a mere reporting 
exercise. An analytical, research-oriented thinking should be 
developed along the line, including simple but comprehensive 
record keeping. Some NGOs have been remiss in records and 
documenting which may have cast doubt on their achievements. 
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Management, record keeping, account keeping, communication, 
training abilities, are some of the skills which are as important 
as medical knowledge. 


The cost of comprehensive health care, including all 
preventive, promotive and curative functions, is affordable by 
a developing country utilizing such a decentralized and practical 
approach. This is because it is not expensive high technology 
and a curative bias but appropriate technology and 
comprehensive, participative, decentralized health care which is 
most effective. We have a number of different estimates of 
recurring expenditure per capita per annum - Mandwa Rs.7/- 
(1980), Jamkhed Rs. 12/- (1989), SEWA Rural Rs. 32.50 (1991) 
and RUHSA Rs. 50/- (1991). The proportion of total expenditure 
on salaries is not more than 50%, whereas most of the public 
health expenditure (85%), is on salaries. On an average, upto 
20% of the NGO expenditure is on drugs and upto 10% on 
transport. While all these organizations offer comprehensive care, 
the coverage may or may not be total and exclusive, as these 
are after all open communities with access to government 
facilities and private practitioners. However, it is notable that 
Munnar, which offers the latest technology, all speciality services 
and necessary drugs, catering to a captive population of 100,000 
with access to no other government, voluntary or private 
practitioners, and having full population coverage of 
comprehensive health care, spends Rs. 120/- per capita per 
annum. This excludes the doctor’s salarics. Even if each of 
the 27 doctors of Munnar are paid even Rs. 10,000/- per month, 
it adds upto about Rs. 32/- per annum per capita. At about 
Rs. 150/- per capita this project provides complete coverage of 
every health need, using 1 doctor for every 2,800, 1 nurse for 
every 1,040 and 8 beds for every 1,000 population and having 
high-tech equipment. It clearly demonstrates the relatively low 
cost of high quality appropriate services. Even if we scale down 
these facilities and the high salaries, leading to reduction in costs, 
it is apparent that it should cost Rs. 80/- to Rs. 100/-per petson 
per annum to provide complete coverage of comprehensive health 
care at acceptable quality standards. It is interesting to note 
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that today, while the per capita rural public health expenditure 
for the PHC is Rs. 27/-, that for the urban public sector is over 
Rs. 100/- and for a city like Bombay almost Rs. 200/-. This 
demonstrates that finances do not present the restraint to the 
provision of good health care to all our people. It is the 
distribution and manner of expenditure that is at fault. Because 
of poor public services the people of the country spend twice 
as much on private health care which, though more personalized, 
is not any better. 


Linkages between health and other areas of development, like 
education, environment, economic and political factors have been 
integral in NGO experiences. It is interesting that NGOs starting 
with purely health interventions have spread to these areas of 
development and NGOs having other developmental goals have 
found that inclusion of health activities is almost inevitable. The 
most effective intervention is a package including, at the very 
least, health, nutrition and education. Witness the merging of 
conventional ICDS and health services in all field projects. Such 
integration has also been contemplated by policy makers. In 
-1989, the Planning Commission met several NGOs to discuss 
the covergence of health, nutrition and education at the village 
level at a meeting organized by FRCH in Pune. Health related 
NGOs have also taken up various economic and political issues. 
Infrastructure, employment and income generation, environment, 
agriculture, and their linkages with health are emphasized by 
these NGO experiences. Indeed the struggle for health is part 
of the larger struggle for equitable distribution of the nation’s 
and the earth’s resources. 
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SECTION THREE 


DECENTRALIZED HEALTH CARE: 
CRITICAL PERSPECTIVES AND STATE 
EXPERIENCES 


Perspective on Decentralization 


Dr. Rajni Kothari 


Over the last few years, there has been an emerging consensus 
— across political parties and ideological divisions — on the 
necessity of decentralization for fulfilling democratic aspirations 
of the Indian people. Despite differences in points of departure 
underlying this ‘consensus’ (as reflected in various party 
manifestos), it is a good time to go over the debate on 
decentralization that had preceded this consensus. I shall try 
to do this in this paper. 


But before | do that, let me first state my own convictions. 
To me, it is clear that the only alternative to a decentralized 
and genuinely democratic political system in a country like India 
is the gradual dissipation, erosion and ultimate disintegration of 
the State as well as the nation. There have already been many 
signs of this — the power of the regional satraps has increased, 
parochial tendencies of region and caste are very much on the 
upsurge, at lower levels contractors and whecler-dealers in money 
and muscle power are in command. All in all, the authority 
of the Indian State is getting eroded — at_all levels. 


The corrective to such a state of affairs will need to be 
conceived in terms that are organic rather than mechanistic. The 
real case for decentralization rests not on the claims of territorial 
rights of juridical entities or political parties but on the 
comprehension, based on experience, that in a country like India, 
a centralized polity is incapable of dealing with an unjust social 
order, that ii is inimical to the democratic political process, and 
that it is inherently unstable. 


Under what conditions is national unity best promoted ? By 
concentrating power and decision making at the Centre and 
increasing its capacity to determine national priorities and counter 
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regional and local pulls and pressures, or by evolving a framework 
of participation at various levels that is sensitive to the diverse 
needs of the people and thereby fostering a more organized unity 
based on a wide dispersal of stakes in the system? The answer 
to this question depends on three things : one’s view of the model 
of democracy that provides the basis of a national consensus 
in a multi-regional, continental sized society; the presumed 
relationship between the model of democracy and the political 
process through which conflicts of interest and allegiance are 
mediated and resolved; and the expected relationship between 
the political process emanating from a given model of democracy 
and the performance of the system in economic and social 
spheres. The credibility of a democratic system, indeed the 
legitimacy of democracy as such, will depend on its capacity 
to deliver the goods. The question is: what can best 
ensure this? Concentrating vital decision making in the apex of 
the system or operating from centres that are close to where the 
people are? 


The case for centralization has been based on a series of 
arguments, most of which happen to be specious. The most 
clever of these arguments, one that carries weight with many 
people (especially the intellectuals), is that the central government 
is more enlightened than the state governments and the state 
governments more so than locally elected bodies which tend to 
be dominated by local vested interests and the upper castes. This 
is a clever argument because it smoothly papers over the deeply 
entrenched interests and upper caste character of the elites at 
the higher levels, advances a progressive argument for 
perpetuating the status quo, and subtly condemns the vast rural 
hinterlands, in which eighty per cent of our people live, into 
believing that their deliverance lies in surrendering their political 
rights to higher level elites. One is reminded of one’s colonial 
past: you can either have self-government or good government, 
but not both. In the new setting the assumption is that only 
the Centre can provide good government. 
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shall present here a set of propositions : 


The Indian political system has been in a stagnant position 
for many years and now finds itself in a deadlock. Neither 
authoritarian nor the Westminster style parliamentary 
democratic approach seem to work. The main snag in both 
is the centralization of the political process, intended and 
deliberate in one, innate in the other. No restructuring along 
an alternative framework of development is possible without 
opening up the democratic structure and moving it closer 
to the base. 


The existence of massive poverty has all these years been 
made an excuse for concentrating power and resources at 
the Centre, presumably because it could deal with it better. 
For sometime, failure to do so was ascribed to local vested 
interests. Later, it was felt that the policies were not right 
and there was need for an alternative framework of policy. 
It is now clear that the biggest vested interests emanate from 
the nature of the Indian State and that no amount of tinkering 
with policy will change things. What needs to be changed 
is the nature of the State — and the assumption that the 
problems of the people can be resolved through the 
machinery of the State. 


This assumption is in turn based on a fundamentally 
technelogical view of human problems. This is the view 
that deep-seated social maladies like pervasive poverty based 
on a system of deprivation can be removed by technological 
means only. We know that this is not true, that the removal 
of poverty and other deep-seated social maladies is an 
essentially: political task, a task in which the people who 
are most affected participate in making the decisions that 
affect them. Building such a structure -of participation is 
far more important for the removal of social and economic 
ills than are development programmes from above, no matter 
how well-conceived they are. 


Such a structure of participation is inherent in the democratic 
premise on which the Indian polity is supposed to be based. 


265 


But the pre-existing State did not permit such a polity to 
evolve. It was a colonial State, drawing its authority from 
the masters and not from the people. This State still survives, 
even if in an attenuated form. There is a new set of masters 
in command but many elements of colonial rule still persist 
and there does exist a measure of colonial relationship 
between New Delhi and lower down. 


To move towards a structure of democratic participation of 
the type discussed here necessarily involves changing the 
structure of the State. This involves a change in power 
relationships between the Centre, the States and lower down. 
Without such change, Indian democracy is bound to run into 
a deadlock and sooner or later flounder. The sway and power 
of charisma is linked in direct proportion to the lack of 
Structure and institutionalization of the political process. 
Only a decentralized State can provide such institutional 
safeguards against the cult of personality and the role of 
charisma. Everything seems to point to the need for 
decentralization. It is indeed an historic necessity. 


Is it possible to move towards decentralization without 
providing greater autonomy and commensurate resources to 
the States? I do not think so. Merely holding elections of 
panchayats and municipalities docs not mean 
decentralization. They need to have significant power and 
resources to work with and they need to be organized 
vertically through functional inter-relationships along 
various tiers, reaching out to the State level. This is not 
possible without first (or simultaneously) endowing the 
States themselves with significant power and resources. 


There are two opposite temptations that the Centre and the 
States must respectively avoid. One is the temptation for 
national leaders to engage in a direct appeal to lower levels 
without permitting intermediate structures to grow; the 
modem version of this is populism. The other danger is 
in the opposite direction, namely, the growth of regional 
overlords through the increased power of the States which 


266 


is not shared further down. To steer clear of both these 
dangers, it is essential to agree that greater autonomy for 
the States is at once part of a larger process of 
decentralization and an essential prerequisite thereof. 


Two other corollaries are necessary in the Indian case. First, 
there is nothing sacrosanct about autonomy at the level of 
existing States; in many of them there is need to provide 
autonomy to important regions within the State by splitting 
it. Second, there is a genuine fear that the more prosperous 
and powerful States will benefit more from the process of 
devolution. This should be avoided at all costs. Indeed, 
one of the justifications of greater autonomy at the State 
level is that it will put an end to the present situation in 
which advanced States get the better of the others by virtue 
of their pull at the Centre. The new strategy should be 
to both allow a large measure of self-reliance at the State 
level so that hitherto untapped potentials are released — this 
itself will begin to narrow disparities — and at the same time 
avoid transitional correctives by weighted allocations and 
transfers. 


Such corollaries only underline the ultimate aim of any 
democratic restructuring : enabling the people to participate 
in shaping their collective future. Political decentralization 
is only a means to this and federalism a means to that means. 
Institutional structures by themselves produce no change; 
so much depends on the interest, the vigilance and the 
organization of the people themselves. But in the absence 
of an institutional structure that responds to people's 
initiatives, it is not possible to mount them. Indeed, the 
institutional innovations designed to respond to historic 
needs from time to time provide the stuff of a dynamic polity. 
The difficulty with a functioning democracy is that it So 
much disarms the people that a revolutionary upheaval 
becomes impossible to mount. But the great thing about 
a functioning democracy is that it can itself become a vehicle 
of revolutionary change through structural changes in 
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response to historic needs. And it can do this without an 
upheaval. But if it fails to do this for long, its future is 
in peril. 


The problem of national integration is no longer political. 
It is largely economic and demographic. It has two major 
dimensions; integration through removal of regional economic 
disparities most of which are to be found within existing states, 
and integration of rural and urban areas in the country which 
continue to be two different worlds. The problem of integration 
will henceforth need to be tackled in the context of forging viable 
organizational forms along the federal system so that the 
accentuation of disparities along these two dimensions is 
minimized. While the basic issues are economic — both in terms 
of narrowing disparities and hence promoting justice and in terms 
of raising the general level of growth and productivity in the 
less developed regions — their resolution calls for a political 
initiative. 

To recapitulate my argument so far, there is really no doubt 
that without a large measure of decentralization, the problems 
facing this country will not be tackled. These problems are 
primarily economic — creation of jobs and opportunities at this 
level where the people live and curbing inequalities that have 
arisen as a result of centralization of the planning process and 
undue concentration of economic power. But they are also 
political (in respect of correcting the highly distorted elite-mass 
relationship), administrative (in respect of a restructuring of 
bureaucratic organization and a dispersal of administrative and 
technical talent to the districts), and educational (in respect of 
a return to the emphasis on primary education and literacy). If 
‘socialism’ is not once again to degenerate into a bloating 
bureaucracy which provides an elaborate structure of corruption, 
there is need to restrain the creation of ever new bodies at the 
Centre and, instead, to enable the lower levels of the system 
to function effectively. 


This is one point. It should at once be admitted, however, 
that there is enormous confusion in the country on both the 
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concept of decentralization and the steps that are recommended 
to implement it. Advocates of these steps often talk as if there 
was no distinction between decentralization and fragmentation 
of the country into hundreds or thousands of self-governing 
communities — on some kind of romanticized model of “village 
republics” based on a complete distortion of Gandhiji’s views 
on “Swaraj”. There is an opposite viewpoint advocated in the 
main by planners and growth men who think of decentralization 
in terms of creating organizational agencies at block and village 
levels who will carry out directives from above and “mobilize” 
local people to serve the ends set at higher levels. 


Both these models are not only unsuited to the needs of this 
country; they also violate the basic tenets of a decentralized polity 
whose end is to create a democratic community in which the 
individual is the end and government a means to that end. 


The first of the two approaches described above, which we 
may call the communitarian approach, confuses autonomy and 
self-reliance of individuals with the cohesion and “unanimity” 
of local communities. It confounds the need to share power for 
common ends with some kind of a compulsion to dismantle the 
state and the authority of the centre. Its basic flaw lies in not 
perceiving that the concept of decentralization presupposes a 
centre and that everything having a centre in a political society 
involves a common destiny as a people, consensus on 
fundamental values, and understanding, which was fundamental 
in the Gandhian credo, that power involves obligation to the 
collective self which is the embodiment of society’s goals, values 
and integrity. Decentralization is meaningful only in the context 
of sucha sense of overall unity of purpose in which all individuals 
join at various levels of the socio-political system - or, to use, 
Gandhi’s integral phraseology, through a-series of concentric 
circles that are “ever widening, never ascending”. 


The opposite approach to the fragmented communitarian one, 
which we may call the pyramidal approach, confounds the need 
for self-reliance and self-government with “agency functions”, 
in which not only is the individual made a cog in a vast machine 
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but the machine itself begins to suffer from intense apoplexy 
at the centre. It also fails to realize that the centre in such a 
pyramid, under conditions of poverty and external reliance for 
both economic and security reasons, tends to shift outside the 
country and that the internal process of domination and 
exploitation are in fact part of a more global pattern of domination 
and exploitation. 


The centralizing elite tends not only to delude the people 
over which it rules with all kinds of slogans and panaceas but 
also deludes itself that it is really setting the pace for the country’s 
progress towards democracy and socialism; it also undermines 
the principles of autonomy and self-reliance that we have come 
to value. 


The task that faces us now is to make this autonomy that 
we have acquired as a State real for our people. In order to 
do so, we will have to do a lot of thinking for ourselves, on 
a variety of choices, including on the kind of “socialism” that 
suits us and is in keeping with our values and traditions. For 
it is clear that none of the European brands, including Marxism, 
will suit our needs. All imported brands of “socialism” carry 
a large dose of centralization and they have all undermined both 
man and nature in the process. We who value both the 
individuality of man and the inviolability of nature must make 
our own choices in our economic model, in the technology that 
we adopt, in the nature of our state. 


During the last four decades we have gone heavily in the 
direction of centralization — economically, technologically and 
even politically — despite our federal democratic structure. 
Gandhi had warned us against these developments and advocated 
his: model of decentralization. Nehru, who was presiding over 
the phase of national integration and initiating a process of 
economic self-reliance, both of which forced him to centralize 
the state, was nonetheless so heavily committed to the democratic 
ideal that he not only supported but took keen interest in the 
development of “democratic decentralization” in the country. 


270 


After Nehru there has been a sliding back on this process, 
thanks largely due to the very considerable concentration of 
political authority in the hands of a few men of power presiding 
over huge party machines and patronage networks. During that 
period local self-government suffered a sharp decline except in 
two or three states and consequently whatever structure had been 
created for undertaking programmes at the grassroots has been 
rendered weak and ineffective. 


It now involves two major tasks - a restructuring of federal 
relations by establishing them on a firmer footing and a 
reorientation of the process of economic planning and education 
with a view to ensuring the widest possible participation of the 
people in employment and output. Seen in this way, 
decentralization poses neither a fragmented view of the polity 
as found in the communitarian approach, nor a mere proliferation 
of centrally controlled structures at lower levels as implied in 
the pyramidal approach. Rather, decentralization is to be 
conceived as a step in the direction of a more integrated polity, 
a better performing economy and a model of social reconstruction 
necessary for a properly functioning democracy and a genuinely 
socialist state (the one necessarily involves the other). — 


Decentralization, in the present context, entails the above 
steps. Indeed, it provides the basic and necessary structural 
dimension of that package. The bland formulation of both the 
communitarian and the pyramidal approaches must give place 
to a more integral view of decentralization. Gandhi’s view of 
decentralization was precisely such. Since his days 
decentralization has acquired an almost obscurantist connotation, 
thanks largely to the vulgar ‘Gandhians’, 


Hence the great promise of the various experiments in 
decentralizing power to the people. For it is the only way of 
ensuring radical change through the democratic process and not 
in violation of it. Instead of conceiving Panchayati Raj as an 
agent of development, we have to conceive development as an 
agent of Panchayati Raj, i.e. of people’s power. The earlier 
concept grew out of the failure of the community development 
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administration in involving the people in the development process 
and hence, following the Balwantrai Mehta Committee Report, 
thought of panchayati raj institutions as better instruments for 
the same. People were to be made into efficient instruments 
of development, instead of viewing development as an instrument 
of the people. That report was an essential step in the 
direction of de-bureaucratizing development. Today we need 
to go beyond it. 


The term “people’s power” can of course be misleading as 
the usual question is “which people?” There is no necessary 
correlation between institutional decentralization and 
decentralization in class terms. Such correlation can never be 
legislated straight away except through entitlement over schemes, 
ecology and assets like land. Some of this has been provided 
in some legislation (eg. Karnataka) through transfer of a large 
measure of resources and functions and of rights of ownership 
and control vested in Mandal Panchayats and Zilla Parishads. 
But we have by now enough experience to suggest that far more 
crucial than legally laid out controls and access is the mobilization 
of men and women committed to a genuinely radical democratic 
transformation. We have to wait and see whether this, in fact, 
takes place. 


The usual divide (and often hostility) between party and non- 
party activists, and between state and society, is less pronounced 
in settings that are so small and in which what ultimately matters 
is sustained and dedicated work. 


Much will depend on how political parties committed to 
democratic opportunities opening up at lower levels of the polity 
are able to at once begin a process of party-building from the 
grassroots upwards (instead of the top down approach of setting 
up ad hoc committees) and transcend narrow party interests and 
think of the people instead. By the same token the various activist 
groups need to grasp the full significance of the new 
opportunities, to avail of them in full earnestness and to forge 
ahead with a new political design and vision. Old caste, class 
and ethnic polarities must give place to the only polarity that 
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has come to the fore in recent years — between the people and 
the elite, between the democratic spirit and the bureaucratic strait- 
jacket, between mafia politics and the much talked of ‘value- 
based politics’. 


A crucial challenge faces Indian democracy today. It is 
necessary that the issue is not left merely in the hands of 
governments and parties, prisoners of entrenched interests and 
narrow time-spans. It is an issue on which non-party activists, 
intellectuals, opinion-makers and the concerned citizenry as a 
a whole should keep the pressure on. 


Panchayati Raj is too important to be left to governments 
and parties. It must be seen as part of the political process that 
emanates from the grassroots. 


Dr. Kothari is a leading political analyst, ex-member of the 
Planning Commission and presently Director of Lokayan. 
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Historical Context of Health 
in Panchayati Raj 


Kavita Bhatia 


Most of the population of India still lives in the 6 lakhs 
villages of the country. Four and a half decades of developmental 
efforts have yielded some gains in the rural areas, yet the fruits 
of development have, by and large, been the monopoly of the 
urban areas. The “trickled-own” theory of development followed 
in our policy has failed to effectively overcome poverty and its 
consequences like over-population, ill health, malnutrition and 
ignorance. It was publicly acknowledged by the late Prime 
Minister, Mr. Rajiv Gandhi that, only 15% of the resources 
allotted for rural development actually reached the beneficiaries. 
In such a situation, it is imperative to question this entire mode 
of centralized planning and its implementation. The alternative 
of decentralized development can be a dynamic means to bring 
about a genuine transformation at the grassroots level and be 
instrumental in achieving not only health but even the other 
social, political and economic goals of the country, especially 
in the rural areas. The fate of the over-centralized planned efforts 
after Independence have demonstrated that development can be 
relevant only when the people whom it is meant for are in the 
forefront of both planning and implementation. The majority 
of the tasks of development are best left to people themselves 
and this is especially so with the social sector of which health 
is an important part. Technical inputs and resources can provide 
invaluable back-up for the people’s efforts but have proved to 
be meaningless as the sole agents for change. The current debate 
and acceptance of Panchayati Raj acknowledge this. Both the 
supporters and doubters would do well to review our past 
experiences in decentralization in the shape of Panchayati Raj 
which has been a part of our heritag>. To quote Tilak, “Gram 
Sanstha (village organization) has been the fundamental basis 
of our ancient policy”. 


274 


Historical Background 


Panchayat literally means an assembly of five elders. Since 
ancient times, the five panchas led the executive, administrative, 
judicial and developmental activities of their villages, for, till 
the British Raj the village had always been the basic unit of 
administration in India. Vedic hymns prayed for the prosperity 
of villages. Inscriptions of the Chola dynasty (900-1300 AD) 
show that the primary assembly of the villages consisting of all 
the village residents, elected five members who held office in 
an honorary capacity for one year and had important functions 
like collection of revenue, settlement of village disputes, 
negotiation with government for concessions in case of famines 
or other calamities, organization of public utilities, education, 
religious and cultural activities, etc. Under Mauryan rule also 
(3rd-2nd century B. C.) village administration was very effective. 
Village councils were nominated by consensus (in some Cases 
selection was by lots) and handled administrative, economic and 
judicial duties. Gautam Buddha had summed up the importance 
and prosperity of Village Panchayats as being the torch-bearers 
of prosperity. Thus Village Panchayats played a leading role 
in village governance and development. 


Decline of Panchayati Raj 


This institution gradually declined and collapsed, before 
revival in post-Independence India. In the pre-British period, 
Panchayats lost their pre-eminence due to major factors like the 
failure of the kings to live up to the ideals of decentralization 
and their strong hold on power; disappearance of Panchayat 
Samitis; poor regulation of the functioning of the system, and 
high and arbitrary, taxation imposed by the government which 
the panchayats refused or were unable to collect. Between the 
collapse of the Mughal rule and the advent of British rule, the 
political confusion led to further decline of this rural system of 
leadership. Under the centralized British administration, the 
Panchayati System was destroyed. The District Collectorate was 
established for judicial requirements, and for collecting revenue. 
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The change in administrative structure left no place for village 
assemblies or the higher echelons of the Panchayati System like 
the Panchayati Samiti to function. 


Political leadership in the pre-Independence period was 
greatly influenced-by Mahatma Gandhi who considered the soul 
of India to be in her villages. His concept of rural development 
consisting of two key concepts of “Gram Swarajya” and “Gram 
Vikas”, gave prime importance to the development and the 
autonomy of villages, where the village Panchayats were the 
most important political unit in the social, economic and political 
life of villages. 


Panchayati Raj in Independent India 


After Independence, village Panchayats were sought to be 
revitalized by assigning them important functions of local 
government. Article 4 of our Constitution, in the Directive 
Principles, states that “The State shall take steps to organize 
Village Panchayats and to endow them with such powers and 
authority as may be necessary to enable them to function as units 
of self-government”. Our Constitution specifically called for 
“steps to organize Village Panchayats”. Community Develop- 
ment, from its very inception, was planned to involve people’s 
participation, but it was discovered that the enthusiasm and 
participation of the people was not forthcoming. The Report 
of the Team for the Study of the Community Projects and 
National Extension Service, popularly known as the Balwantrai 
Mehta Committee, in 1958 suggested “democratic decentrali- 
zation” or Panchayati Raj to ensure popular participation. This 
Committee aimed at establishing a three tier Panchayati Raj 
system throughout the country, but did not favour rigidity in this. 
The fundamental principles it laid down pertained to: 1) Three 
tier inter-related structure from village to district level; 
2) Genuine transfer of power and responsibility; 3) All welfare 
and development schemes to be channelized through these bodies 
only; 4) The three tier system should further facilitate devolution 
and dispersion of power. Panchayati Raj started with high 
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expectations of bringing about a change in the rural structure, 
with Rajasthan being the first state to implement it in 1959. 
Some states such as Maharashtra, Gujarat and Andhra Pradesh 
showed serious concern by initiating necessary legislation while 
others lagged behind. Panchayati Raj was by and large not able 
to meet its Objectives, its resources were few and there were 
Structural inadequacies and lack of conceptual clarity about its 
role. It was a financial drain on the State’s resources. It was 
weakened because of the lukewarm attitude of the bureaucrats 
who bypassed it to approach target groups and the political elite 
who would postpone elections or supercede the Panchayati tiers. 
With the change in strategy of agricultural development away 
from Community Development and centralization of political and 
economic power, the Panchayats receded in the background. 


With the election of a non-Congress government, the Janata 
Party, interest in Panchayati Raj was revived. The Ashoka Mehta 
Committee on Panchayati Raj Institutions submitted its report 
in 1978, which took stock of the existing situation and pointed, 
among other things, to the tapering of Plan allocation resources, 
symbolizing the decline of Panchayati Raj. This Committee also 
noted that the vastness and growing complexity of development 
programmes had been at times used to bypass Panchayati Raj 
institutions, in the name of structural inadequacies. “The truth 
is that they have not been given a chance to serve as the vanguard 
of development in rural India. Wherever they have been given 
responsibility, as in Maharashtra or Gujarat, they have done 
reasonably well.” 


The Committee also presented a “new approach” towards 
Panchayati Raj. Its principal thesis was the functional necessity 
for decentralization in administration. Major recommendations 
included: 1) Two tier Panchayat consisting of Zilla Parishad 
(ZP) and Mandal Panchayat. 2) Direct elections to both tiers, 
involvement of political parties in election, with reservation of 
seats for SC, ST and women. 3) ZP to plan and Mandal 
Panchayats to implement programmes which could not be 
specifically listed as they would be “location specific 
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programmes”. 4) Funding to be transferred as bulk of grants were 
from State government. Panchayats to mobilize resources and 
have compulsory power of taxation. 


Two Tier Versus Three Tier 


A debate arose whether to continue with the three tier system 
or to switch to the two tier system as suggested by the Ashoka 
Mehta Committee. The major rationale behind the two tier 
system was the desirability of bigger Panchayats in terms of 
territory and population to make them economically viable units 
and second, that below the state, the district should be the first 
point of decentralization. The major difficulty of implementing 
this system was that it calls for major restructuring of the existing 
Panchayati Raj system and_ related re-balance of power. 
Mandal Panchayats have been in operation in Andhra 
Pradesh and Karnataka. Both the states have a strong 
tradition of Panchayati Raj. 


Current Status 


All states have undertaken to establish Panchayati Raj through 
different legislation. There are also large variations in the pattern 
of decentralization of the 14 states/UTs which have a three tier 
system. Most, like West Bengal, Himachal Pradesh, Hindi 
speaking states like Rajasthan, Madhya Pradesh, Bihar, etc., have 
Gram Panchayat at Village level, Panchayat Samiti at Block 
level and Zilla Parishad at District level, while in Karnataka they 
are at mandal, taluka and district levels and in some states like 
Gujarat the second or middle tier is at the Taluka instead of the 
block level. The two tier system consisting of Gram Panchayats 
at village level and Panchayat Samitis at block level is in 
existence at Assam, Haryana, Manipur and Orissa, but in Assam 
the two tier system consists of Gram Panchayat at village level 
and Mohkuma Parishad at sub-divisional level. There are 10 
States/UTs having one tier system. These include Goa, Jammu 
and Kashmir, Kerala, Delhi, and others which have only Gram 
Panchayats. Some states - Meghalaya, Mizoram, Nagaland and 
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Lakshadweep have their traditional council of Village Elders. 
Thus the infrastructure does exist in all states, but the Panchayati 
system has been at least partially successful only in a few states 
like Maharashtra, Gujarat, Karnataka, Andhra Pradesh and West 
Bengal. A weak resource base at the village level was found 
by the Ashoka Mehta Committee to be one of the main factors 
responsible for poor functioning of the Panchayati system and 
it continues to remain so, to date. This is particularly true at 
the village level. The per capita income of Gram Panchayats 
from taxes and other sources ranges from Rs. 1.32 in Uttar 
Pradesh to Rs. 8.4 in Maharashtra. Poorly trained Panchayat 
members with limited powers have not been too effective. They 
have been alleged to misutilize public funds and to serve caste/ 
class interests. 


Recent Developments 


The eighties had seen rekindled interest in the Panchayati Raj 
system despite changes in Government. The G.V.K. Rao 
Committee in 1985, or CAARD Committee, recommended that 
the Panchayati Raj institutions from district level and below be 
assigned an important role in respect of planning, implementation 
and monitoring of rural decentralized planning. It recommended 
that the Block Development Office should be the sheet anchor 
of the entire rural development process, and should be upgraded 
for this purpose. This included re-organization of the blocks to 
one lakh population in the plains and 50,000 in the hilly and 
tribal areas, having Assistant Development Commissioner as the 
leader of the team to be in charge of all developmental functions 
in the block. The Report of the L.M. Singhvi Committee in 
1986, concurred broadly with the CAARD Committee in respect 
of integrated administrative structures for planning and 
development and recommended that every official in the 
administration should be made to work in Panchayati Raj and 
rural development setting to sensitize our public administration 
to the problems of rural India. Substantial training, research and 
public education inputs should be provided through National and 
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State level Local Self-Government bodies and training centres 
at district level. Voluntary institutions should be given the pride 
of place in providing these inputs. The Committee felt that such 
training, research and public education inputs would be the most 
productive and profitable investment in democratic institution 
building. The Sarkaria Commission in 1988 was mainly 
concerned with the Centre-State relations but within the broader 
context of decentralization, and observed that decentralization of 
real power to local self-governing bodies would help infuse the 
threat of centrifugal forces, increase popular involvement all 
along the line, broaden the base of our democratic policy, 
promote administrative efficiency and improve and stabilize 
inter-governmental relations. For this it is necessary to hold 
elections regularly and adequate finances must be devolved to 
these institutions, which is necessary to ensure by legal 
provisions. 


Panchayati Raj is part of people’s consciousness and all 
political establishments are aware of the fact that Panchayati Raj 
may today be almost defunct, but still is a part of people’s 
aspirations which can be ignored only at the peril of loss of 
power. The concept of decentralization has almost mandatory 
Support, Cutting across Party lines. 


The next development on this front, was the proposed bill 
on Panchayati Raj, namely The 64th Constitutional Amendment 
Bill, on May 15th, 1989, which was sought to be passed by the 
Rajiv Gandhi Government. The Bill proposed, briefly: 


1) Three tier Panchayati System in all states. 
2) All seats in Panchayat to be filled by direct elections. 
3) — Reservation of SC/ST/women. 


4) Fixed tenure of 5 years, elections within 6 months if 
dissolution before term ends. 


5) Devolution of powers and responsibilities by State to 
Panchayat. 


6) Provide for sound financing of the Panchayats by grants 
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from the State and assignment of revenue sources to 
Panchayats. 


7) Election Commission to have superintendence, direction 
and control of elections. 


8) | Empowerment of the Comptroller and Auditor General to 
audit accounts of Panchayats. 


The Bill was passed in the Lok Sabha, but defeated in the 
Rajya Sabha on October 13, 1989. At the time of going to press 
the Bill had been passed with the requisite majority, in both 
houses of Parliament. 


The maximum ire was roused against the last two proposals, 
since they were seen as the Centre’s way of ensuring a direct 
control over Panchayats, bypassing the States, leading to further 
centralization, rather than decentralization. The second major 
objection to the Bill was that it bypassed the State’s authority 
(since Panchayat is a state subject) by proposing a uniform 
Panchayati system and governing it trom the top. 

The third major objection to the proposed Bill was that of 
finance - briefly, who would fill the Panchayat kitty, the State 
or the Centre? Direct financial contribution from the Centre, 
would lead to control from the Centre. Secondly, the State’s 
contribution to the Panchayat being found inadequate at the 
present, how then would the Centre ensure that the State funding 
of Panchayats is adequate to its needs ? 


With the change in government, a new Panchayat Bill, was 
in the offing as Panchayati Raj was considered as a catalyst agent 
of rural development by the V. P. Singh Government which did 
not last long in power. It reiterated its commitment to 
decentralization and devolution of power and finances promising 
50% to rural areas. Today’s ruling Congress Party has again 
firmly reiterated its commitment to Panchayati Raj. 


The Debate on Panchayati Raj 


The major advantages of Panchayati Raj are that it ensures 
furthering of democratic institutions and facilitates people's 
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participation in all developmental activities of the village and 
the country. This not only makes even micro-level planning 
more meaningful but bridges the gap between the bureaucratic 
elite and the people, and ensures their accountability to the 
people. Certainly even micro-level planning will be more 
meaningful if the priorities are set from the bottom upwards. Not 
only will the scarce national resources be utilized relevantly but 
even the local resources including human power will be tapped 
better, even as the mode and direction of development is people 
oriented. Indeed, most of the functions, including the over- 
technicalized area of health, are best handled by the people 
themselves, starting from the village level. 


Some serious objections which have been raised against 
Panchayati Raj may be summed up as follows : 


(1) The powerless are kept out of the Panchayat structure 
and will remain out because their participation is not possible 
in the present political and socio-economic structure. 


(2) The power of vote is nullified by (a) irregular elections 
and (b) forcible voting by brute power. 


(3) The Panchayati system just strengthens the traditional 
strongholds of power in the villages, in the name of 
decentralization. 


(4) Administratively, the Village Panchayats are supposed to 
be the units of self-government. This may not be possible because 
the area covered for effective services is often wider than one 
village. So inter-village planning may be more meaningful. This 
may be applied to some sectors like infrastructure. The village 
is however the ideal unit for health. 


Although having serious drawbacks, as of today, Panchayati 
Raj appears to be the only vehicle for relevant and participatory 
development. 


If the history of Panchayati system in the country is 
examined, it will be found that the heyday of Panchayati Raj 
(1959-65) was when the Panchayat Samiti was the focal point 
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of all developmental activities. The Panchayat Samiti covered 
roughly one lakh population. The state officials were under the 
Block Development Officer (B.D.O.) who in turn, was 
administratively subordinate to the President of the Panchayat 
Samiti. The Panchayati system went downhill, towards the 
Situation described earlier, only when the state started 
superceding the powers of the Panchayat Samiti and there was 
a gradual erosion of the effectivity of the Panchayati Raj. It is 
interesting that health lends itself to decentralization from the 
village level upwards, which also fits into our Panchayati 
traditions. Of course health cannot exist in_ isolation, 
decentralization must be for all sectors. Panchayati Raj will only 
be meaningful if the decentralization theme is caried forward to 
its logical conclusion, at the State and the National levels also. 


Select References : 


i. Report of the Team for the Study of the Community 
Projects and National Extension Service; (Balwantrai 
Mehta Committee Report) GOI, 1957. 

pA Report of the Committee on Panchayati Raj Institutions; 
(Ashoka Mehta Committee Report) GOI; 1978. 

z Bhargava B. S. ; Panchayati Raj Institutions : An Analysis 
of Issues Problems and Recommendations of Ashoka 
Mehta Committee; New Delhi; 1979. 


4. Jesani Amar with Ganguly; Some Issues in Community 
Participation in Health Care Services; Review Paper tor 
ICSSR/ICMR Joint Panel on Health; FRCH; 1990. 


zs 8 Draft of the 64th Constitutional Amendment Bill. 
Desai Vasant; Panchayati Raj - Power to the People; 
Bombay; 1990. . 


283 


Decentralized Health Care 
A Sociologist’s View 


Prof. M. N. Srinivas 


I am not a political scientist who has studied decentralization 
of power in Karnataka or any other state, nor am I a political 
or health administrator with experience of working at the district 
or lower levels. I have never had any experience of working 
at the district or lower levels and I have never had any experience 
of politics at any level nor am I likely to have it in the future. 
This paper talks about the situation in rural areas as I saw it, 
so that doctors, health personnei and administrators would get 
some ideas of the problems they were likely to face in the course 
of their work. 


There are substantial differences not only between regions 
as widely separated from each other as Bihar and Karnataka, 
but even between adjacent micro-regions in the same district; 
for instance, two neighbouring talukas may be very different from 
each other and widely recognized by the people so different in 
terms of soil, people inhabiting them, etc. I have lived with 
peasants for many months sharing their living conditions, 
speaking their language and even more importantly, I have treated 
them as my teachers as I wanted to study their culture and social 
institutions. I did know very little about them. I think I learnt 
a good deal from them even though what I know is an infinite 
decimal when compared to what I don’t know. On the basis 
of my first hand study of peasants I am convinced that they 
are shrewd and intelligent and they are rational; but rational in 
the context of a culture which has built into it the experience 
and wisdom of centuries. That culture takes note of the poverty 
of the peasants’ resources and the fact that each useful article 
has a variety of users and a choice has to be made on each 
occasion between users of that article. Even the poorest peasants 
have a great amount of knowledge of every aspect of the 
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encompassing environment gathered as a result of centuries of 
observation and experience. During the course of my stay in 
Rampura, my field village, I could not help marvelling at the 
knowledge and wisdom of peasants and their many practical 
skills. These facts need to be emphasized initially as urban and 
educated Indians tend to look upon peasants as illiterate, ignorant 
and full of superstition. Developers talk about delivery systems 
and I must confess to a sense of unease with the phrase as it 
presumes, at least to my mind, people to be passive or inert 
and that a wise and beneficent agency - whether our own 
government, foreign or international agency - can easily hand 
over to them much needed food, clothing, medicine, seeds, 
fertilizers, manure or some other goods, tangible or intangible. 
- But the truth is that nowhere have our people been merely passive 
recipients of benefits delivered to them by a generous donor. 
They have their institutions, values, belief and world views and 
these have to be taken note of in any situation of intervention 
by outside agencies. For instance, forces present in local society 
may want health care diverted in a certain direction and might 
even prevent care reaching some others. Further, the villages 
are changing and the pace of change is increasing and Panchayati 
Raj represents a massive effort, a near revolutionary effort, at 
changing political and social order at the district and lower levels. 
There are also othe: forces of change. The adoption of the Mandal 
Commission representations being only the latest which may lead 
to violent and bloody clashes between various sections of rural 
society. Under the circumstances it would be the height of 
ignorance to think that health can be delivered to everyone 
without taking note of rural social institutions and culture while 
they are undergoing a process of rapid and even violent change. 


One of the main features of rural India is the presence of 
numerous, strong, land-owning castes which enjoying a high 
status, wield power over other castes, in particular scheduled 
castes, landless labourers and numerous small artisans and 
serving castes. Such castes are present practically in every part 
of the country and as far back as 1959, I called them dominant 
caste and this term has stuck. 
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The members of the dominant caste are skilled agriculturists 
and the bigger landowners are by and large competent and ruthless 
managers of agriculture. They exploit their servants, tenant 
labourers and over-work and under-pay them. As a class they 
are not over-endowed with compassion. Needless to say they 
are not votaries of socialism. They are also socially conservative 
and it would not be wrong to say that they maintain the social 
order of the village. In this respect there has been some erosion 
in the power wielded by them. 


Thanks to the introduction of such measures as abolition of 
untouchability, the introduction of adult franchise, the reservation 
of seats in all legislatures for SCs and STs, land reforms and 
the entire array of welfare measures such as provision of access 
to drinking water, education and health to weaker sections of 
society there has been some betterment in the conditions of 
weaker sections. But in spite of all these the power wielded 
by the dominant caste at the grassroots level is considerable as 
any administrator or politician will know. Dominant castes also 
have a tradition of resotring to violence when they find it 
necessary to enforce their rights over land or other human beings. 
They are extremely sensitive about their position in society and 
expect deference and obedience from those whom they regard 
as their inferiors and that covers a wide range. They have been 
the main beneficiaries of the vast improvements that have 
occurred in Indian agriculture since Independence, the extension 
of irrigation, the green revolution, cultivation of new commercial 
crops including plantation crops, etc. 


They have also made India self-sufficient in foodgrains, 
Sugar, etc. Since Independence, dominant castes have greatly 
increased access to education and through education, to jobs in 
government and public sectors and -representations in the 
professions. This phenomenon has been helped in some stage 
by device of reservation. This is particularly so in the southern 
States. Many rich members from dominant castes have blossomed 
forth as small scale entrepreneurs. Finally and most importantly 
dominant castes have had access to political power at rious 
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levels, particularly at the state, district and lower levels. 
Incidently the Panchayati Raj has increased their power. In other 
words, while some measures taken since Independence have 
reduced the power of the dominant castes, it is more than 
compensated by certain other forces which have come into play 
since Independence. In urban areas also, have they used their 
power and resources in rural areas to strengthen their power and 
resources in urban areas and vice versa? I think this has not 
been properly studied by political scientists and sociologists. 


My aim in dilating at such lengths on dominant caste is 
intended to make the point that anyone, who wants to change 
or improve living conditions in rural areas in any way has to 
deal with leaders of the dominant caste, as they control access 
to the people. This is the important point. They are able to 
direct help or resources to their clients, servants, labourers, 
kinsfolk and caste folk and prevent these from reaching the others. 
The target groups of the government or other welfare agency 
may not overlap with the target group of the leaders of the 
Dominant Caste (DC), and perhaps, as commonly, the leaders 
of the dominant caste might hijack the resources meant for the 
poor and deserving. 


In research methodology courses in Social Sciences the young 
social scientist is frequently advised to keep under observation 
certain groups and individuals for intensive study but I find that 
such an injunction is invariably one-sided and often downright 
stupid. For instance, when I chose Rampura for intensive study 
it was the only village where I could obtain accommodation even 
though the accommodation was three rooms in the headman’s 
cattle shed. This building was only 10 yards away from the 
headman’s main house. Thus the headman was able to keep 
an eye on me and when | went out he was told by his clients, 
where I had gone, whom I had met and sometimes even what 
I had talked about. In other words, I had to carry out my field 
work under conditions of constant and efficient supervision. 


I am aware I have discussed the rural situation in simplistic 
terms when I assume that there is always one powerful dominant 
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caste in each village. I must hasten to explain that it was only 
an explanatory devise as a matter of actual fact, single dominant 
caste may be present in only a fraction of the villages in the 
country. In many others, dominance may be shared between 
two or three castes, one having more land than the others, the 
second being numerically the strongest, while the third has links 
with the ministers, MLAs and some influential officials at the 
state levels. Such villages present different patterns of power 
structure from those in which only one dominant caste prevails. 
At risk of uttering a common place, I would like to mention 
that every village is divided into two or more factions which 
are opposed to each other. The factions are usually headed by 
the leaders of the dominant castes while the followers comprise 
their clients and hangers-on. The phenomenon of local 
communities diving into opposing factions is not confined to 
India. In 1950s and 60s it was regarded as a peculiarly Indian 
disease by American developers concerned with rural India. 
Factions do make a difference to the outsider, official or non- 
official, to work for the good of the entire village. Also the 
words and actions of the development agents are constantly 
misunderstood and misinterpreted, thanks to factionalism. 
Factionalism however does offer some protection of poorer and 
weaker individuals by offering them shelter from the factional 
leaders hailing from dominant castes. Given the extreme 
hierarchical structure of Indian villages and the fact that harijans, 
landless labourers and several others are extremely poor, looked 
down upon, and exploited, factionalism offers some protection 
to them. The leaders of the faction are expected to protect and 
support their clients from the members of the rival factions. Each 
patron is a sharangatharakshaka - he has to protect his followers 
in order to retain his following. Alignments find their way even 
into political parties. Thus, if factional leader A joins political 
party X, leader B will join Y and C will join Z. Political ideology 
reaches villages through factionalism and in the process, ideology 
undergoes a metamorphosis. As I said earlier vast changes have 
occurred in rural areas since Independence, as a result of which 
there is height of caste consciousness at all levels and inter-caste 
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rivalry for obtaining access to education and jobs and resources 
generally. The so-called lower caste (it is not my expression 
but the expression generally used) refuse to perform the services 
performed traditionally by their ancestors. No wonder the clashes 
between the DC and harijans are on the increase in every part 
of the country though they appear to be far more in Hindi speaking 
areas than elsewhere. The implementation of the Mandal 
Commission, however partial, may worsen the situation in rural 
areas Of North India even further. In States such as Karnataka, 
West Bengal, Gujarat and Maharashtra, the Panchayati Raj has 
been active for sometime. Admittedly each State has its own 
version of Panchayati Raj but leave that aside, we may expect 
radical changes to occur in the structure of village society. We 
must wait and see how the traditional elites react to the 
empowerment of SCs and STs and women. At least the 
reservations of SC/STs is a fairly old idea. 


How will men use the power given to them is an interesting 
question. Reading on Panchayati Raj and Health Care - The 
Karnataka Experience (T. R. Satish Chandran), one finds that, 
in a few respects health care has fared better under Panchayati 
Raj. The medical personnel show greater accountability. There 
is greater rationality in their posting, in purchase of medicines; 
but the delivery of health services has been very poor according 
to the report. However there is a general feeling that Panchayati 
Raj is a good thing and that is very important. The need for 
education of people and the personnel of Panchayati Raj has 
been stressed and that is also welcome. The report rightly 
emphasizes to give primacy to the preventive health care over 
curative health care. I do not want to enter into discussion of 
these points as I expect that people who are much more qualified 
to enter into discussion than I will consider in detail the points 
in the report. However the point that I do emphasize is that 
the politicol empowerment of SCs and STs is not enough. It 
should be followed by their economic empowerment. There 
should be gainful employment for these people and for this 
purpose it is desirable to take a Cluster of neighbouring villages 


289 


as units and not as single villages. It is vital to break the patron- 
clients nexus if clients are to be freed from the exploitation and 
oppression by their patron. 


I would also like to stress that Panchayati Raj needs to be 
strengthened, if not underwritten, by a movement of the people 
themselves. There should be a people’s movement in favour 
of Panchayati Raj. For this to happen all political parties must 
regard it as important if not sacred. It needs to be emphasized, 
even if only stating a truism, that if democracy has to find deep 
roots in the country, it should begin with Panchayati Raj. 


One last point, I hope medicine will be interpreted in the 
widest possible sense as far as decentralization of health care 
is concerned. Folk medicine, ayurveda and unani medicine must 
all forin part of package, that is delivered to the people. I would 
also suggest in this connection the creation of a National Institute 
of Folk Medicine (NIFM). I do not mean the high level systems 
of ayurveda, unani and siddha. But folk medicine which ordinary 
people practice in the villages in different parts of the country. 
NIFM should be started at a suitable place where herbs with 
known medicinal values are collected and reared. I am here 
not referring to ayurveda but herbal and other medicines known 
to ordinary villagers in different parts of the country. I would 
also commend the systematic study of folk or ethno-medicine 
by qualified medical researchers and anthropologists. 


Prof. M. N. Srinivas ‘s an eminent sociologist. He is Emeritus 
Scientist, National Institute of Advanced Studies, Bangalore. 
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A Plea for Two Tier 
Panchayati Raj 


Dr. N. H. Antia 


Panchayati Raj is an age-old Indian institution through which 
the common people can participate in decisions and activities 
concerning their own welfare. This is denied to the 70% of 
our population who still live in the 600,000 villages scattered 
over a vast and varied land where the local requirements vary 
from region to region, taluka to taluka, and often from village 
to village. There has been ample discussion on this subject as 
well as erudite documents like the Balwantrai Mehta and Ashok 
Mehta reports about the suitability of this system for a country 
which thrives on face-to-face and word-of-mouth communication. 
This not only permits co-operative decision making but also 
participation in activities for common social and economic benefit 
and welfare. It is the most potent means for mobilizing the 
vast human resources which could transform the status of more 
than half a million poverty stricken villages, and through them 
of the nation. Examples like those of the drought prone village 
of Ralegan Shindi have demonstrated the capacity of our people 
to transform their villages and their lives through their own 
efforts by using even scarce natural resources like land and water 
through community action, utilizing only the existing government 
resources and bank loans which are available to all. Such 
development, utilizing simple technology, locally available, or 
readily acquired, and economically sound, permits raising of 
living standards to ensure a fairly comfortable lifestyle for all 
without creating gross disparities. It also eliminates the need to 
migrate to the cities for survival. 


The British rulers, whose sole intention was the collection 
of revenue and maintenance of law and order, had divided the 
country arbitrarily into districts to suit their needs. Many of 
our leaders like Gandhiji, who knew the economic and social 
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reality of rural India, realized that decentralized Panchayati Raj 
was the evident form of government for our country following 
the departure of the British, and certainly for the villages; that 
the strength of the country would be directly proportionate to 
the strength of our villages. They also realized that an ad hoc 
importation of Western style industrial development was not in 
keeping with the culture and tradition of our people, nor would 
over-all development be economically feasible without a strong 
rural agro-industrial base. Such decentralized development 
would also ensure far more equitable distributions of the accruing 
wealth, avoid social tensions and enable people to live a life 
with human dignity in healthy rural surroundings than in the 
inhuman urban slums. 


Instead of returning to an indigenous model of development 
after failure of four decades of centralized and over- 
bureaucratized Raj we are being propelled with even greater force 
by our Westernized leaders and power brokers who wish to enjoy 
an affluent lifestyle at the cost of rest of our people. Democracy 
provides an illusion of benevolence for concealing the ruthless 
exploitation of their own people, for once, having secured power 
through the vote, the present politico-bureaucratic-industrial Raj 
has proved itself to be no less despotic than its British 
predecessors. The only difference is a well-orchestrated facade 
of good intentions and promise of a brighter future through the 
discredited ‘trickle-down effect’. After four decades this pretence 
is now wearing thin. 


The conceding of Panchayati Raj through a bill passed in 
the Lok Sabha (1989) was not opposed by any political party. 
But this does not mean automatic transfer of power to the people 
as it is only another charade and a sop thrown to an increasingly 
restless people. A closer reading of the bill reveals that the 
last para annuls any effective transfer of power. The reluctance 
to hand over power has also been demonstrated by the way in 
which Panchayati Raj functions in s‘ates like Maharashtra and 
Gujarat where it is theoretically in operation. The politico- 
bureaucratic machinery has stifled the people and even elections 
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have been postponed for decades. The Zilla Parishads dominated 
by the political barons are sufficiently remote from the people 
for any questioning of this corrupt system and the Panchayat 
Samitis, and Gram Panchayats dominated by the lower echelons 
of the same tribe are only an extension of this system whose 
reins are held closely in the State capitals. 


Belchi, Pipra and Tsundur are no aberrations but a natural 
manifestation of this Raj. The passing cf the Panchayati Raj Bill 
unopposed by any party is an unavoidable concession ceded under 
duress in the democratic process, because the poor command 
the majority of the votes. It is also an expression of the internal 
dissensions among the elected parties in their fight to acquire 
power. As such, it is a mere symbolic gesture and every effort 
will be made to see that effective implementation (which would 
mean the actual loss of some of their power to the people) will 
be jointly resisted by all parties. They will also receive whole- 
hearted support of the bureaucracy. The Three Tier Panchayati 
Raj system based on the District as the unit of decentralization, 
gifted to them by the British, will be the most effective means 
for withholding the transfer of actual power to the people and 
enable them to play another hoax on the people under the guise 
of Panchayati Raj. For all practical purposes the people cannot 
exert any influence on matters regards their welfare beyond the 
taluka or block level. Seeking to establish the District as the 
Unit is a deliberate attempt to eliminate the people from decision 
making and bringing accountability into the governmental 
system. Barring exceptions, elected representatives invariably 
work against the interest of the people and create dissidence rather 
than accord for concerted people’s effort. 


Effective Panchayati Raj means that adequate resources, as 
well as the-administrative and financial power to control these 
resources, must be transferred to the lowest level that is feasible. 
There is ample evidence that once the people are adequately 
informed of their rights and responsibilities and of the resources 
allocated for their use, and a deliberate attempt is not made by 
local politicians and vested interests to suppress them and play 
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them off against each other, the village has a remarkable ability 
to develop itself with the natural and other available resources 
at their command. This goes for most activities such as IRDP, 
EGS or TRYSEM as also for education and even health, even 
though the allotment for the rural poor is a pittance compared 
to that for the urban population and especially for the benefit 
of the elite. 


The impression has been created by vested interests, and 
accepted by even many well-meaning NGOs, that the common 
semi-literate or illiterate villager is not capable of attending to 
his own development and welfare and hence these have to be 
delivered to him by the government or other agencies. This, 
together with the withholding of information of all development 
and welfare programmes and deliberate disinformation has 
created a sénse of helplessness and dependency among the people. 
This is the reason why 85% of allocation for all governmental 
schemes are appropriated by those who ‘deliver’ them and only 
15% reaches the actual beneficiary, as was publicly stated by 
our previous Prime Minister Rajiv Gandhi. Lack of information 
also prevents demand and accountability. 


The financial as well as administrative control of these 
resources must rest chiefly with the Gram Panchayats, and much 
more so with the Gram Sabhas and other intimate bodies of 
the people like the Mahila Mandal and Tarun Mandals at the 
village level where most of the development as well as welfare 
action takes place. A few functions will be at the Panchayat 
Samiti level leaving a very few co-ordinating and supportive 
activities at the District level. In effective Panchayati Raj the 
elected leaders as well as all employees shall have to work under 
the open surveillance of the people to whom alone they will 
have to be accountable with the right to recall deviant members 
by an 80% open majority vote by show of hands at the Gram 
Sabha meeting. This alone can mobilize the people's effort for 
their individual and mutual benefit and check the existing 
nepotism and corrupt practices. The slogan of Community 
Participation is another hoax where the people are asked to help 
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the government in fulfilling its own targets; not in the reverse, 
as should be the case. 


The standard objection is that the elected representatives 
especially at the lower levels are very corrupt. If so, what has 
prevented action being taken against them? The answer is that 
the whole present system from top to bottom is corrupt and none 
except those who suffer under this system, namely the common 
man and woman, has the desire to change it. Widespread public 
information to create awareness of all programmes as well as 
of constitutional and legal rights, together with an open face- 
to-face interaction and relationship at the lowest people's level 
is the essence of Panchayati Raj. This has been consistently 
denied to our people who, like in the days of the British Raj, 
have been subjugated by keeping them ignorant and half-starved, 
with the threat of force to those who demand their rights 
and ask for more. 


Kerala demonstrates what a people awakened through 
education can demand and achieve. Ralegan Shindi and similar 
models also reveal the capability of the people to successfully 
implement almost all the activities necessary for their economic 
and social development once released from the stranglehold of 
the existing system. 


The mode for the development of our country and its people 
cannot be left to the World Bank or dictated by the Western 
powers; nor can it be left to the dominant elite. The common 
man was in the vanguard during the struggle for the Independence 
of our country. He will have to struggle once again to achieve 
his freedom under Panchayati Raj for like Swaraj it is his birth- 
right. There is no better means of achieving this than through 
the democratic process which will also be in the interest of all 
citizens. 
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Decentralization in Health 
Care 
The Kerala Experience 


Dr. C. R. Soman and 
Dr. P. G. K. Panikar 


As is by now widely recognized, going by the conventional 
indices of health status, such as crude death rate, infant mortality 
rate and life expectancy at birth, Kerala’s position is far above 
the average levels of developing countries and closer to that of 
developed industrial economies. Thus, the death rate in Kerala 
during 1988, comes to 6 per 1000 population, as against the 
all India average of about 11; the average death rate for all low 
income economies, as of 1988 came to 10, while that of high 
income economies was reported to be 9 per 1000 population. 
Infant mortality rate in Kerala for 1990 worked out to 10 (per 
1000 live births) compared to the all India average of 90; as 
against this, the average infant mortality rate for all low income 
economies and high income economies were estimated at 72 and 
9 respectively. The life expectancy at birth in Kerala, as of 
1988 is estimated as 67 years for men and 70 years for women 
compared to the all India average of 55 years and 54 years 
respectively. What is unique about the human_resources 
development in Kerala is that all this was achieved despite a 
low level of economic development and income per capita. State 
income per capita has been consistently below national income 
per capita; as of 1989-90 the state income per capita (at constant 
prices) at Rs. 1596, worked out to about three-fourths of the 
national income per capita. And, India with a GNP of $340 
in 1989, ranked low in the category of “low income economies” 
among developing countries. The other distinctive features of 
Kerala’s health development are the much less rural-urban and 
male-female differences in health status, unlike in other states 
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in India. What is the role of democratic decentralization in 
Kerala’s achievement in health improvement? What are the other 
factors contributing to this rare achievement? 


Rationale of Decentralization 


The case for decentralization has been well brought out in 
the report of the working group on district planning. 
“Decentralization enables a better perception of the needs of loca! 
areas, makes better informed decision making possible, gives 
people a greater voice in decisions concerning their development 
and welfare, enables the felt needs of the people to be taken 
into account, ensures effective participation of the people, serves 
to build up a measure of self-reliance by mobilizing resources 
of the community in kind or money, making development self- 
sustaining, and enables better exploitation of local resources and 
growth potentials of the local area for improving productivity 
and increasing production.” (Planning Commission Report of the 
Working Group on District Planning, Government of India, New 
Delhi, 1984, page 22). 


The case for decentralization seerns to be all the stronger in 
the specific case of health care, ith respect to each of the 
aforementioned parameters, especially in the rural areas, where 
the majority of people still live. This would result in getting 
a better perception of the hard core health problems afflicting 
the ‘majority of the popuiation in each region, ensuring 
community involvement in decision making with a bearing on 
priorities in health care, and facilitating people’s participation 
in the implementation of health care plans and programmes 
including financing. The report of the study group constituted 
by the ICSSR jointly with ICMR has observed: 

In fact the present view is that the goal of Health 
for All can only be reached through the fully democratic 
process; it must be a programme of health for the 
people, health of the people and health by the people. 
This new approach to health canno' be implemented 
in a centralized political system where experts take all 
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the decisions for the people and the bureaucrats 
implement them. It is, therefore, necessary to abandon 
the existing centralized and top-down approach to the 
organization of health services and create a new system 
of building from below with community-based health 
services. This will be possible in a democratic, 
decentralized and participatory system of government 
in which “the people in a community have the authority, 
resources and expertise to prepare and implement all 
plans for their welfare, including health”. (ICSSR and 
ICMR, Health For All: An Alternative Strategy, Indian 
Institute of Education, Pune, 1981, pp.15-26.) 


Progress of Decentralization 


Democratic decentralization was a basic premise underlying 
the struggle for Independence. The goal of decentralization was 
duly incorporated in the Directive Principles of State Policy under 
the Indian Constitution. Operationally, it was introduced in India 
through decentralized planning, and an effort was made to enlarge 
its scope in stages in the successive Five Year Plans. (See for 
instance: The Planning Commission, Second Five Year Plan, 
pp.150-151; Third Five Year Plan, pp. 337-340; Fourth Five Year 
Plan, pp. 22-23). Panchayati Raj institutions comprising Village 
Panchayats, Panchayat Samitis and Zilla Parishads, represent 
the outcome of this experiment in decentralization. In principle, 
Panchayati Raj involving formal delegation of powers to people’s 
elected representatives, would lead to the involvement of the 
people and their representatives in the decision making process 
on all issues relating to planning and implementation of local 
development programmes. It would establish a channel of 
communication and a working association between people’s 
representatives and government officials. But in practice, the 
overall performance of Panchayati Raj institutions has fallen short 
of expectations. “Despite the existence of a formal structure 
participation, the actual impact of Panchayati Raj on socio- 
economic and political transformation in rural India has been 
nominal”. (R.P. Misra and G. Shabbir Cheema, “Participation 
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Experience” in R. P. Misra (Ed.), Local Level Planning and 
Development, Sterling Publishers, New Delhi, 1983, p. 256). As 
Misra and Cheema have proceeded to observe, factors like 
illiteracy and poverty of the rural masses and their limited 
involvement in the activities of Panchayati Raj institutions, the 
emergence of an alliance between local political leaders and 
government functionaries at this level frustrates any effort on 
the part of the poor and disadvantaged groups, who remain 
unorganized, the inegalitarian pattern of land ownerships, the 
majority of the Panchayats being in the red and, therefore, 
dependent on higher levels of government are some of the reasons 
underlying the poor impact on the Panchayati Raj institutions. 
(Ibid., p. 287). That there will be inherent resistance to this 
experiment has been reiterated in another recent study. 


“Within a few years of enactment of Panchayati Raj 
legislation, within the administrative system of different States, 
resistances developed and ground*began to be cut from under 
Panchayati Raj institutions, especially Zi/la Parishads, through 
the creation of official bodies headed by the Collector, such as 
District Development Councils, District Planning Boards, etc. 
Transfer of subjects to Panchayati Raj institutions remained 
partial and the financial and other obligations needed remained 
highly constrained and incomplete. There were also new political 
factors at work after the general elections of 1967 and the split 
in the Congress Party, in 1969. In substance, political 
circumstances operating from the Centre and also the State level 
and the interactions between them led to uncertainities which, 
in turn, drew political interest away from, and even led to a 
measure of reluctance in giving further support to Panchayati 
Raj institutions. Frequent postponement of elections was one of 
the ‘consequences’. (Indian Association of Social Sciences 
Institutes, “Experience, Content and Direction of Panchayati Raj; 
Reappraisal and Implementations”, in B. N. Yugandhar and 
Amitava Mukherjee (ed.), Readings in Decentralized Planning; 
with Special Reference to District Planning, Concept Publishing 
House, New Delhi, Vol. II, p. 180). 
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Decentralization in Kerala 

In Kerala, steps towards decentralization were initiated soon 
after the formation of the State. In 1957, the Communist 
government set up an administrative reforms committee under 
the Chairmanship of {ri E.M.S. Namboodiripad, the then Chief 
Minister, for examining the working of the administrative 
machinery and to suggest (i) measures for decentralization of 
powers at various levels, and (ii) methods for democratization 
of the organs of government at all levels with a view to ensure 
effective participation of local self-governing institutions in the 
administration. In its report, the Committee recommended the 
strengthening of Panchayats as viable basic units of constitution 
of district councils. Following the recommendations of the 
committee, the Kerala Panchayats Bill was introduced in 1956 
and the Keiala District Council Bill in 1959. However, neither 
the Panchayati Bill nor the District Councils Bill could be enacted 
into law, as the Legislative Assembly was dissolved in 1959 
and the Ministry under Sri Namboodiripad was dismissed. 


As soon as Sri Namboodiripad came back as Chief Minister, 
in 1967, the Kerala Panchayati Raj Bill was introduced in the 
State Assembly. The Bill envisaged a two tier system — 
Panchayats at the lower or village level and Zilla Parishads at 
the district level. By the time the report of the Select Committee 
reached the Assembly in 1969, the Assembly was dissolved and 
fresh elections were called in 1970. Hence the Bill lapsed. The 
new government under Shri Achuta Menon introduced a fresh 
bill, “Kerala District Administrative Bill, 1971”, into the 
Legislative Assembly in October 1970. The general structure 
of the Bill was the same as that recommended by the Select 
Committee on the earlier bill in 1968. This Bill also lapsed 
before it could be enacted into law. Then came Sri A. K. 
Antony’s term as the Chief Minister heading a coalition 
Democratic Front government. The Kerala District 
Administrative Bill (1978) was again introduced into the 
Assembly, and at long last, enacted into the Kerala District 
Administration Act (1979). 
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The District Administration Act (1979) purported to provide 
for a decentralized system of administration at the district level 
by constituting District Councils consisting of elected 
representatives of the people. The term of office of the members 
of a District Council is limited to five years. Every District 
Council is to have a President and Vice President who will 
function as the executive head of the Council performing all the 
duties and exercising all the powers conferred on the office by 
the Act. 


The matters and subjects vested in the District Councils 
comprised: Administration of land revenue, Irrigation, Soil 
Conservation, Agriculture, etc., and also includes Health and 
Hygiene. Under Health and Hygiene, the District Councils are 
vested with the authority for (1) establishment and maintenance 
of hospitals (excluding Medical College Hospitals, TB Sanitoria, 
Leprosy, Sanitation, etc.) Primary Health Centres and 
dispensaries, (2) vaccination campaigns for small-pox, cholera, 
etc., (3) health education activities, (4) maternity and child health 
activities, (5) family welfare activities, (6) malaria and filaria 
eradication programme, (7) organization of health camps, (8) rural 
water supply, (9) rural drainage and sewerage, etc. Thus, the 
composition of the District Councils consisting of elected 
representatives of the people and the delegation of wide-ranging 
functions to the Council would appear to be a major step in 
the direction of democratic decentralization. On the other hand, 
the provisions regarding devolution of finance leave the District 
Council’s position rather weak. The main sources of funds are 
grants from the State government - general grants for the 
discharge of their functions and specific grants for schemes and 
projects. The pattern and magnitude of assistance from the State 
Government is left to the Assistant of the Finance Commission 
constituted by the Government every five years. In addition, the 
District Councils may resort to borrowing, subject to the 
provisions of the Kerala Local Authorities Loans Act. And, the 
District Council may also collect fees from the beneficiaries of 
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rules made by the Government for the purpose. In brief, the 
District Councils would have to lean heavily on the State 
Government for their financial support. Further, the districts in 
Kerala, as elsewhere in India, had inherited some institutional 
mechanisms, such as, for example, the District Planning Boards, 
which could be manipulated from above to influence the 
functioning of the Councils. 


The District Administration Act had a chequered career. The 
District Administration Act of 1979 was to come into force on 
“such date as the Government by notification in the Gazette 
appoints”. The provisions of the Act moved in the opposite 
directions as the composition of the ruling coalition changed from 
time to time. Thus, by the time the Act received the assent of 
the President of India (in 1980) the Left Democratic Front (LDF) 
led by the CPI (M) had formed the Government with Mr. E.K. 
Nayanar as the Chief Minister. Several Rules and Notifications 
bearing on the District Administrative Act were issued promptly. 
However, the year 1982 witnessed a change of government in 
favour of the United Democratic Front (UDF), with Mr. K. 
Karunakaran as the Chief Minister. As the new government felt 
that the Act called for some amendments, a Committee was set 
up to consider and recommend the lines on the amendments to 
the Act. The Committee, however, failed to submit its report 
on time. The outcome of the General Elections which followed 
in 1987 was the return of LDF to power with Mr. Nayanar as 
the Chief Minister. In keeping with the promises in the LDF 
election manifesto that the District Administration Act would 
be implemented, the LDF government went ahead with initiating 
the proceedings for the same. The formalities for the elections 
to the District Councils were completed and the first election 
held in January 1991 during the term of the LDF Government. - 
The candidates of the LDF partners won the majority of seats 
in 13 out of the 14 districts. Simultaneously, steps were taken 
for effective delegation of functions and authority from the State 
Government to the District Councils. The newly constituted 
District Councils were dominated by elected representatives of 
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the people (ex-officio members like the District Collector or other 
bureaucrats or nominated members were few and had a secondary 
role). 


The results of the elections to the State Assembly in June 
1991 and the return of the UDF to power with Mr. Karunakaran 
as the Chief Minister, altered the scenario drastically. Certain 
amendments to the District Administration Act were introduced 
into the Assembly by the UDF government which affected the 
composition of the District Council, like increasing the number 
of government nominees. More importantly, several of the 
functions and authorities delegated to the Councils under the Act 
as of 1990, were withdrawn by a series of administrative fiats. 
Thus, an evidently politically motivated set of road-blocks were 
created which arrested the progress towards decentralization of 
administration at the district level. We are thus back to square 
one. The recent experience of Kerala’s experiment at 
decentralization at the district exemplifies the perception of early 
researchers about the development of resistance to 
decentralization efforts from powerful vested interests. 


The Panchayats Act (1960) which came earlier than the 
District Administration Act (1978) was intended “to provide for 
a unified and decentralized system of administration of village 
affairs through Panchayats by organizing them as units of local 
self-government at the village level in the State”. (Government 
of Kerala, the Kerala Panchayat Act 1960, as on 1.8.1970, 
Trivandrum. 1971, p.1). As stated in the Act, “subject to the 
provisions of this Act and within the limits of its funds, it shall 
be the duty of a panchayat to make reasonable provisions for 
carrying out the requirements of a panchayat area”. The list 
of functions and duties is formidable, besides Public Health and 
Sanitation, (See Ibid., pp.33-36). Under this head were included 
preservation and improvement of public health, supply of water, 
sanitation, providing medical relief, establishment and 
maintenance of dispensaries, payment of subsidies to medical 
practitioners, control of fairs and festivals, maintenance of the 
purity of fish, meat and other food stuffs, etc. (Ibid., pp.35). 
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As for financial resources, the Panchayats were authorized to 
levy taxes like buildings tax, vehicles tax, professional tax, 
services tax, land cess, levy on transfer of property, (Ibid., pp. 
39-45). Though the sources of revenue are diverse, the yields 
are likely to fall short for the financial requirements involved 
in carrying out the various functions and duties delegated to the 
Panchayats, as exemplified by their budgetary deficits. The 
budget deficits are to some extent covered by grants received 
from the State Government. But with the State Government itself 
faced with mounting budget deficits, this source of support may 
steadily get eroded over the years. 


It has been observed in one of the most perceptive and 
forthright assessments of decentralization efforts that “during the 
last 40 years, centralization has consisiently won over 
decentralization”. (V. Ramachandran, Report on the Measures 
to be taken for Democratic Decentralization at the District 
and Lower Levels, Government of Kerala, Trivandrum, 1988, 
p.16). As for the reasons underlying this phenomenon, the Report 
proceeds to observe: “Centralization is inherent in a system of 
national planned development. Development implies 
technological change, and modern technology, at least until very 
recently, has been a strong centralizing force. In the presumed 
interests of unity of command, professional authorities, 
operational efficiency and achievement of sectoral targets, the 
Departmental Agencies, Boards, Authorities and Corporations in 
each sector created their own vertical organizations”. (Ibid., p.17). 


In brief Kerala’s progress in the political and administrative 
set-up looked like one step forward and two steps backward. 
On the other hand, considerable progress has been achieved in 
the field of human resources development including education 
and health. As may be noted from Table 1, thé basic health 
indicators of Kerala compare well with those of developed 
countries like the United Kingdom, whose per capita income is 
almost one hundred times that of Kerala. The state has already 
surpassed the targets set towards achieving Health for All by 
the year 2000. 
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How did Kerala bring about this remarkable transformation 
_ in the health of the people? Is it the result of greater autonomy 
enjoyed by the people after the advent of democracy? Are there 
factors — social, cultural and demographi — which set the tone 
for Kerala’s health transition, lqng before the state achieved 
responsible government? We propose to examine some of these 
questions in detail below. 


Table 1 


Health Indicators - Kerala and the United Kingdom (1990) 


Indicator Kerala United Kingdom 
Life expectancy 71 76° 
Adult illiteracy > 5% > S% 

IMR 17 9 

Crude Death Rate 5.9 11 
Crude birth rate 17 l4 

Birth attended by 

professionals 92% 98% 
calorie supply < 2000/day 3525/day 


Sources : i)UK : World Development Report 1991. 


ii) Kerala : Census of India 1991. Series 12 - Kerala, 
and various SRS Bulletins. 


The State of Kerala was formed by the integration of 
Travancore and Cochin (former Princely States) with Malabar 
(formerly under direct British rule) in 1956. In the nineteenth 
century, the Kerala society, as in other parts of India was caste 
ridden and oppressive slavery was rampant and untouchability 
the order of the day. The lower castes were denied access to 
public utilities like roads, wells, government schools, courts and 
other public facilities including hospitals. Momentous changes 
were initiated towards the close of nineteenth century. Royal 
proclamation was issued declaring slavery illegal in both princely 
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states; such an enactment had been issued earlier in Malabar. 
Wage labour started replacing bonded labour and by the time 
of Independence, feudal bondage of labour disappeared 
almost totally. 


During the early decades of the present century, Kerala 
witnessed the emergence of several social reform movements 
which challenged, and in due course, swept aside the 
discriminatory and exploitative aspects of the caste system. These 
movements were accompanied by rapid expansion of modern 
education through formal channels and spread of non-formal 
education through the library movement. The period also 
witnessed an expansion of modern medical care systems, 
particularly with emphasis on preventive strategies and public 
health education. The spread of education, including health 
education, enhanced health consciousness and led to prompt 
responses to morbidity episodes, however minor they may be, 
in the form of utilizing medical care facilities. The social reform 
movements created in the minds of the hitherto oppressed and 
exploited people, a sense of assertiveness with regard to their 
right to public utilities including health. This in turn led to 
articulation of their needs, particularly leading to demands for 
setting public hospitals, where they did not exist. Since the 
formation of Kerala state the growth in health care delivery 
system and education continued unabated resulting in the creation 
of the best infrastructure in health and cducation in the whole 
of the country. However, socio-economic surveys conducted in 
the State reveal that income inequities still exist in a big way. 
The employment situation is alarming. In 1990, the number of 
job seekers registered with the employment exchanges in Kerala 
stood at 3.1 million, of whom 1.86 million were matriculates 
or above. 


Prevailing Health Situation in Kerala 


It is interesting to note that desf ite the low level of economic 
development and per capita income, Kerala has passed through 
the initial phase of demographic transition - a shortfall in 
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mortality accompanied by an equallly impressive decline in 
fertility. We now propose to examine the factors underlying the 
recent achievements in the field of health. 


Mortality Decline in Kerala 


Direct estimates of mortality for the periods prior to the 
seventies are hard to come by. However, one can arrive at a 
picture of the relative mortality situation in Kerala and India 
from the census estimates of growth of population (Table 2 ). 


Table 2 


Population Growth Rate : Kerala and India 1911-1991 


Year Kerala India 
1911 1.90 0.56 
1921 0.90 0.03 
1931 1.98 1.04 
1941 1.50 1.33 
1951 2.08 1.25 
1961 2.24 1.95 
1971 2.26 aah 
1981 1.92 2.22 


It is clear that even in the early part of the century, Kerala’s 
annual growth rate was consistently higher than that in the country 
as a whole. The growth rate was even higher in Travancore and 
Cochin during this period. All information available suggests 
that birth rate in Kerala during this period was similar to that 
in the rest of India. By implication, Kerala had significantly lower 
death rates even in the early part of the century. Naturally, the 
momentum of mortality decline was maintained even after the 
formation of Kerala State. Table 3 provides a comparison of death 
rates between India and Kerala during the present century. 
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Table 3 
Death Rate : Kerala vs India 


eee ya EEE UEInESIEISISIEIEESS En 


Period Kerala India 
1911 38.7 47.2 
1921 33.8 36.3 
1931 29.1 31.2 
1941 22.3 27.4 
1951 16.9 22.8 
1961 12.3 19.0 
1971 9.3 14.2 
1981 6.6 11.9 
199] 5.6 10.2 


The very same trends emerge when we consider the fall in 
infant mortality. While the figures for IMR were in excess of 
two hundred during the thirties in India, carefully collected data 
from South Kerala suggest that the IMR ranged from 110 to- 
130 during the same period. Presumably IMR in Kerala was lower 
than in the rest of India even during the early part of the century. 
The last few decades witnessed an even steeper fall. Estimates 
of IMR for Kerala and India in 1990 are 17 and 86 respectively. 


Rural Urban Difference in Mortality 


A unique feature of Kerala’s mortality trend is the very small 
difference between rurai and urban rates. Thus, for the year 1989, 
the crude death rates for rural and urban populations came to 
5.9 and 6 respectively while IMR was estimated at 22 and 15. 
The reduction in the difference between urban and rural mortality 
rate is not a recent phenomenon either, even though the gap has 
been diminishing consistently during the last few decades. The 
low rural death rates may be traced directly to the availability 
and utilisation of basic facilities in : aral areas as suggested by 
the table below (Table 4). 
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Table 4 


Health Care Availability in Rural Areas 


Service ICDS Village Non ICDS Village 


Hospital delivery 90.35 97.84 
Attendance by 

Health Staff 92.69 99.31 
Antenatal Care by 

ANM or Superiors 94.31 98.50 
Tetanus Toxoid 

(First dose) 83.61 87.65 
Tetanus Toxoid 

(Second dose) 88.67 93.69 


Source : Thankappan & Ramankutty - 1990 


Recent surveys on immunization coverage indicate that, with 
the exception of measles vaccination, immunization rate in all 
the districts have exceeded 85 percent of the target population. 
The coverage in certain urban areas is slightly lower than that 
in rural areas. 


Regional Disparities in Mortality 


Earlier, we have pointed out that Kerala was not a politically 
homogenous entity till 1956. Indirect evidence suggests that the 
former Malabar district had consistently higher death rates than 
the princely states of Travancore and Cochin. When the State 
of Kerala was formed in 1956, Malabar was backward both in 
educational and health infrastructure facilities. The disparities 
have been brought down considerably over the years, but the 
legacy of backwardness is reflected in the differences in death 
rates between the two areas, even in recent periods. Data gathered 
by the Registrar General indicate that in 1987, infant death 
constituted 11.6% of all deaths in northern Kerala while the 
proportion was only 8.1% in the T.C. area. In the same ycar 
death of children under 5 years constituted 17% of all deaths 
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in north Kerala, while the proportion was only 10.2% in T.C. 
area. More than infrastructural inadequacies; differences in female 
literacy between the two areas appears to be a crucial factor 
governing differences in infant and child mortality rates. Regional 
variations in IMR have also been recorded among the three natural 
divisions; infant mortality being lowest in the coastal plains and 
highest in the highlands where access to health care appears to 
be the limiting factor. 


Morbidity Pattern 


In an earlier work on the health status of Kerala, we recorded 
that Kerala’s health situation is unique in that low mortality 
co-existed with high morbidity. The low mortality- high 
morbidity syndrome was unique in another sense also. The 
morbidity pattern reflected an interesting mix. As we have 
hypothesized above, the hard core health problems of Kerala 
constituted the diseases of poverty which could be attributed to 
poor housing, non-availability of protected drinking water, poor 
Sanitation, etc. These affect millions of people annually. There 
was, however, evidence of the emergence of a group of diseases 
more aptly called “lifestyle diseases” or diseases of affluence, 
which are the main killers in the developed countries (Panickar 
and Soman, 1983). Government hospitals still report cases of 
vaccine preventable diseases. In 1987, 11,121 cases of whooping 
cough and 58,367 cases of tuberculosis were reported from the 
hospitals. The number of persons reporting with diarrhoeal 
disorders was 788,543, measles was reported in 43,100 cases. 
Since governmental health care system no longer holds a 
monopoly in health care, the actual number of cases occurring 
will be much higher. Recent field surveys indicate that the 
prevalence of helminthic infestations range from 23% to 65%, 
while anaemia is present in about quarter of the children. 


Statistics made available by the major hospitals indicate that 
degenerative diseases like ischemic heart disease, cerebro- 
vascular accidents and diabetes are on the increase. Cancers too 
are on the increase, but a major shift from oral cancers to lung 
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cancers in males have taken place. Likewise breast cancers are 
on the increase, while cervical cancers show some evidence of 
decline. 

Rural Morbidity : field studies 


The National Sample Survey Organization (NSSO) in its 28th 
round carried Out a morbidity survey covering all states of India. 
Rather surprisingly, Kerala had the highest reported morbidity, 
both acute and chronic. Factors like perceptional sharpness of 
the people of Kerala and under-reporting in other States were 
cited as possible explanations. The prevalence of high morbidity 
has again been confirmed by a recent study carried out by the 
Kerala Sasthra Sahitya Parishad in 1987, covering the whole of 
rural Kerala. The report not only confirmed the high morbidity 
levels in Kerala, but also came out with figures far higher than 
those reported by NSSO (Table 5). 


Table 5 


Morbidity Rates Kerala vs India 


NSSO 1974 KSSP 1987 
Acute Chronic Acute Chronic 
Kerala Theek 83.68 206.39 138.02 
India 22.46 20.98 — _ 


The KSSP study had revealed many interesting facets of the 
morbidity situation. The prevalence of both acute and chronic 
morbidities show a striking relationship with socio-economic 
class. Not only did the poor suffer more from acute morbidity 
(1.5 times), but they suffered more from discascs like diarrhoea, 
tuberculosis, and fever while hypertension, diabetes and heart 
attacks were dominant among the affluent classes. Sex differences 
were minimal and communicable diseases were more rampant 
among the poor. 


The foregoing analysis of mortality and morbidity situation 
in Kerala raises an interesting question. To what extent has 
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decentralization of health care in Kerala influenced mortality and 
morbidity patterns in the State? As we have seen earlier there 
has been a remarkable growth in the infrastructure for health 
care delivery in the State. The expansion was not confined 
predominantly to the urban areas as it happened in the rest of 
India. Neither was the expansion confined chiefly to the 
government sector. Access to basic medical care facilities was 
thus made available to the people, both in rural and urban areas. 
The enormous increase in medical care institutions and man- 
power in the rural areas over the years, has contributed to the 
sharp decline in mortality, possibly due to increased uptake of 
essential services like antenatal care and immunization. But the 
expansion of such a system with the thrust on curative services 
and immunization, naturally did not achieve commensurate 
success in reducing morbidity or narrrowing down the differences 
in morbidity between the rich and the poor. Neither is there any 
evidence suggesting that Health Education, so vital in modifying 
health behaviour, has had any impact on the morbidity profile 
in recent years. The contribution of the extensive network of 
the health care delivery system seems to be restricted to reduction 
in mortality and early cure of diseases. We are treating symptoms 
and not the cause. 


Health Care Delivery in Kerala 


Health care systems in Kerala are organized both in the 
governmental and non-governmental sectors. After the formation 
of Kerala State, the government has been spending a fairly high 
proportion of its budget for health. The proportion has been 
remaining steady at about 14 per cent for the last many years. 
During the last three decades, the health care system has 
witnessed a dramatic growth. The number of institutions under 
modern medicine in the government sector rose from 306 in 1960 
to 1066 in 1987. During the same period, the number of 
homeopathic institutions increased from a mere 6 to 279, the 
corresponding figures for Ayurveda were 216 and 617 
respectively. Similar growth statistics are not available for private 
sector institutions. Information, nevertheless, is available on the 
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distribution of institutions, beds and personnel working under 
the different systems for the recent periods. The figures for 1988 
are quite revealing (Table 6). 


Table 6 


Distribution of Doctors, Beds and Hospitals under 
Modern Medicine, Ayurveda and Homeopathy (1988) 


Category Modern Medicine Ayurveda Homeopathy 
Govt. Pvt. Govt. Pvt. Govt. Pvt. 
Institutions 1370 3565 805 3925 207 2078 
Beds 36479 = 65658 2905 1643 715 434 
Doctors 4084 7637 708 4130 303 2168 


Source : Health and Development in Rural Kerala, 
KSSP, 1991. 


The data are revealing in many ways. Modern Medicine ranks 
foremost in manpower, institutions aad the number of beds 
available. It is followed by Ayurveda and Homeopathy. In all 
the three systems, private sector commands more institutions and 
doctors. It is only in the matter of hospitals beds in Ayurveda 
and Homeopathy that the Government sector leads over the 
private sector, but its impact is minimal since the combined bed 
strength in both sectors together works out to only 5697, as 
against 105,834 beds in Modern Medicine. There were 11,721 
qualified practitioners of Modern Medicine, while the total 
number of practitioners of other systems was 7309. Obviously, 
the practitioners of the allied systems are involved in medical 
care of conditions which do not generally warrant hospital 
admission. We cannot make any assumptions as to the extent 
to which the services of Ayurvedic and Homeopathic doctors 
contribute to the amelioration of serious illnesses. 


While the KSSP study does not throw light on the relative 
distribution of the health care infrastructure between the erstwhile 
Malabar and T. C. area, we have information collected by the 
Bureaux of Economics and Statistics, Govt. of Kerala. In 1986, 
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there were 2578 private modern medical institutions in T. C. 
area, while the number was only 987 in Malabar. The distribution 
of Government institutions was less distorted at 636 : 430. 
T. C. area had, on an average, 235 persons served by one bed 
(median 247), while the corresponding figures were 473 (median 
425) in Malabar. On an average, an institution in Travancore 
served 6.6 sq. km. while the average area served by an institution 
in Malabar was 12.3 sq.km. This disparity exists even when we 
take all institutions under the three systems into consideration. 
The average area served by an institution in T. C. area 
works out to 2.68 sq. km. while the area served in Malabar is 
4.52 sq. km. 


We have examined the question of narrowing down of the 
disparities in distribuion of health facilities between the relatively 
backward Malabar and better-off T. C. area after the ushering 
in of responsible government. We _ do find evidence of 
improvement in institutional distribution as time progressed, 
though this is not reflected so sharply in the availability of beds 
(Table 7). 


Table 7 
Medical Facilities under Modern Medicine (Government) 
T. C. and Malabar : 1961-1987 


Year T. C. area Malabar 
Institution Beds Institution Beds 
Number % Number % Number % Number % 


1961 258 ~=100 9946 100 111 100 3062 100 
1971 340 156 =§=14127 142 184 166 5806 190 
1978 543 210 19148 195 345 310 8511 280 
1987 636 246 27495 276 430 387 9171 300 


Source : Statistics for Planning, Government of Kerala ; various 
issues. 


The number of institutions in Malabar area increased to 38.7 
per cent of the number which existed in 1961, while the increase 
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in T. C. area was only to 24.6 per cent. The bed strength 
under government sector did not increase to the same extent. 


What then are the reasons for Kerala’s remarkable 
achievements in health? Did democratic decentralization play 
any role in its present health status? However much one would 
love to respond in the affirmative, there is no evidence on record 
to. support such an assumption. Power remained centralized 
throughout Kerala’s chequered history, the planning process was 
centralized and implementation bureaucratized. Despite all these, 
some justice was done to the people in the form of equitable 
distribution of health facilities between urban and rural areas. 
Provision of basic facilities even in the rural areas assured 
essential health care even to the rural poor. The response of 
the government, obviously, was influenced by political 
imperatives. People’s legitimate needs, articulated by an 
educated, though poor, community cannot be ignored totally by 
any government in power. What is at stake for the rulers is 
political survival. In an educated community, individual 
initiative very often steps in where Government fails to fulfil 
totally the people’s need. The phenomenal growth of the private 
sector in medical care is an illustration in point. The health 
scene in Kerala would have been far better and health care more 
efficient, if decentralization had been implemented in Kerala. 


C. R. Soman is Professor of Nutrition at Thiruvanthapuram 
Medical College and P. G. K. Panikar is Honorary Fellow, Centre 
for Development Studies, Trivandrum. 
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The Effect of Panchayati Raj 
on the Health Care System in 
West Bengal 


Dr. G. P. Dutta 


In West Bengal, Panchayati Raj has been effectively 
introduced by the Left Front (LF) Government after 1977. Gram 
Panchayat (GP), the lowest elected body in this three tier system 
is vested with the responsibility of implementation of land reform 
and all schemes introduced by the Government. |: performs all 
the functions delegated by the Zilla Parishad (ZP). The 
administration is decentralized and de-bureaucratized. Planning 
and implementation of the programme are done from the bottom. 
Through this process people of the lowest strata are enjoying 
social justice along with significant economic benefit. (1) 


This socio-economic upliftment has improved the health 
status of the people, as reflected in the vital statistics of health. 
Birth rate, crude death rate and infant mortality rate have reduced 
from 36.5, 10.2, 80.9 respectively in 1974 to 28.4, 8.3, 69 
respectively in 1988. 


The LF.Government is trying to democratize the functioning 
of the health department and involve this three tier Panchayati 
Raj in the health delivery system. The success is limited because 
of : (1) The conceptual deficiency of the political and 
administrative echelons; (2) Indoctrination of the people by the 
ruling class and their allies, to demand for medicare alone: (3) 
Wrongly planning strait-jacket central directives which the states 
are following and imposing these on the people without taking 
them into confidence. 


Health care is supposed to be a state subject. Few care to 
understand that state policy is subservient to National Health, 
Medical Education and Drug Policies. Panchayat, if properly 
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involved in the health delivery system, could serve people better, 
even within its limited scope. This experience could have helped 
the Left Front to develop an alternate policy as it has done in 
other spheres of social development. . 


Panchayati Raj in West Bengal 


Panchayati Raj was enacted in 1956. It was not implemented, 
like in all other states, till 1978, due to lukewarm attitudes of 
political elites. (2) To make the system effective LF 
Government disburses 50% of its developmental budget to 
the ZPs, which allocate 50% of their funds to the GPs through 
Panchayat Samitis, for their own development projects. The 
remaining 50% of the funds are spent by the state and ZPs where 
two or more ZPs and Panchayat Samitis are respectively 
involved. Thus the planning and its implementation are effected 
from the bottom. (1) 


To resolve the problem of running two parallel streams of 
administrations, one by the elected three tier Panchayat and the 
other by traditional bureaucrats, the District Magistrate (DM) and 
Block Development Officers (BDO) are made chief executive 
officers of ZP and Panchayat Samiti levels. ZPs and Panchayat 
Samitis function through several committees (Sthayee Samitis). 
One such Sthayee Samiti is responsible for Public Health. 


Poor People are Benefitted 


Through this system poor people have derived rich dividends. 
Land reform and distribution could be properly done. In India 
29% of the land is owned by small and marginal farmers. In 
West Bengal the small and marginal farmers own 60% of the 
total land. If the land under share croppers are added then the 
operational control over land by poor working farmers does not 
exceed 70% of the total lands. This has enhanced the rate of 
foodgrain production. The rate of growth for West Bengal has 
been 34% as compared to Haryana and Punjab - 24% and 23% 
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respectively. The daily wage of agricultural workers has 
increased from Rs. 6.50 in 1976-77 to Rs. 20.00 - 25.00 in 1990- 
91. The improvement in the small scale industry of the state 
is also significant. (3) 


This change in the socio-economic scenario has improved the 
health status of the people to some extent. 
Table 1 


Per Capita Income, Birth Rate, Crude Death Rate and 
IMR of Eight States (1986) 


Name of Per Capita Birth Crude Infant 
the States expenditure on Rate Death Mortality 
Health - FW Rate Rate 
1. Rajasthan 65.67 - 6.95 36.4 (8) 11.7 (8) 107 (7) 
2. Maharashtra 63.43 - 6.82 30.1 (5) 8.4 (4) 63 (2) 
3. Haryana 60.05 - 8.79 35.3 (7) 8.7 (5) 85 (6) 
4. Punjab 55.37 - 8.07 28.7 (4) 8.2 (2) 68 (3) 
5. Tamil Nadu 47.57 - 5.23 23.8 (2) 9.5 (6) 80 (5) 
6. Kerala 45.36 - 9.12 22.5 (1) 6.1 (1) 27 (1) 
7. Gujarat 44.45 - 9.40 32.2 (6) 10.5 (7) 107 (7) 
8. West Bengal 37.09 - 6.03 28.3 (3) 8.3 (3) 70 (4) 


Note : The bracketed numbers indicate the ranking of the states 


Source: Health Information of India 1987, Government of 
India Publication. 


The above figures indicate that health status does not depend 
upon per capita expenditure on health. The position of West 
Bengal is not optimum but better than many other states because 
of better social justice enjoyed by the people in recent years. 


The improvement would have been still better if the Left Front 
could have assessed the functioning of its health infrastructure. 
It could educate the people through its Panchayat system, about 


318 


the truth causing ill-health and the futility of static units for health 
care. 


It could have formulated its own alternate health policy within 
its limited powers. 


Health Care Infrastructure in West Bengal 


An elaborate network of curative centres was introduced in 
the early sixties. Since then West Bengal has steadily increased 
the static units for treatment. The basic requirements for 
preventive and promotive health did not get priority. The public 
health activities remained sequestrated through vertical projects 
like malaria, smallpox, tuberculosis ‘eradication programmes, etc. 
The results were naturally less rewarding. (7) 


The functioning of these centres was never assessed and the 
people and their leaders were ignorant about the function and 
utility of these centres. (6) It created wrong expectations amongst 
the people. The cost of erecting health service complexes and 
maintenance of the buildings is becoming exorbitant. The 
establishment cost and salary of the staff are taking away most 
of the finances of the health department. (8) 


In 1981 Government of India forwarded its alternate strategy 
to achieve Health For All in 2000 AD. This was incorporated 
in VIIth and VIIIth Five Year Plans. Again this was mechanically 
imposed on the states. Nothing was done to procure people’s 
participation. State Governments were forced to accept the 
Minimum Needs Programme (MNP) because they were 
apprehensive of deprivation of Central assistance. 


According to the central directive, the present health 
infrastructure in rural West Bengal is shown in Table 2. It shows 
that the state has fulfilled about 70% of the requirement asked 
by the Central Government without assessing the performance 
of these centres. 
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Table 2 


Rural Health Staff and Infrastructures 


Categories of Present Status Required (as Target 
Health Workers (1991) proposed in achieved 
VilIth Five in per- 
Year Plan) centage 


1. Voluntary/ 


Community 

Health Guide 

V.H.G. / C.H.G. 41,000 60,000 69% 
2. Multi-purpose 

Health Workers 

(male & female) 17,240 24,000 69% 
3. Supervisors 3,814 6,000 64% 
4. Public Health 

Nurses 804 - - 
5. State Units 
New PHC + Old PHC 1,389 2,000 69% 
Rural Hospital) Rural 78 
State General) Area 60 
6. Subcentres 8,126 12,000 69.5% 
ess eteesnesteeseeasasennaeenstrnnaieamenenesemanunmasane 


Democratizing the Functioning of the Health 
Department 


The stated policy of the LF Government is to run the 
administration in a non-bureaucratic manner. It instituted 
consultative committees and different Advisory Committees to 
help the administration from the state to C.H.C. level. For 
teaching institutions, Management Boards were formed. All these 
committees have a number of people's representatives. They 
helped to improve the functioning of the department, but the 
success was very limited. 

Causes of Failure 


The impeding factor is the conceptual lacuna about health 
care. The long pursued policy of giving relief to the immediate 
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need got priority at every sphere. The impact of commercial 
interests of the merchants of medicare in the name of science, 
to provide precision in diagnosis and treatment, eluded the policy 
makers. It was not considered that 90% of the prevailing diseases 
are preventable common illness. Only 2.3% of the cases require 
sophisticated investigation and expensive treatment. (10) 


In Advisory Committees, the people’s representatives like 
MLAs, Chairpersons of corporations and municipalities, 
Sabhadhipatis and Sevapatis were given important positions. 
These well-meaning but otherwise busy people did not take up 
the problem of health care seriously. They perhaps thought that 
the basic prerequisites of a healthy life can only be achieved 
after a radical change in the social system. The politics behind 
health care and the truth that medicare has been and is still being 
used as a political weapon to keep the indigent segment under 
the control of the stronger section, is not realized. (11) 


Role of Paramedical Staff not Understood 


The alternative strategy proposed in “Health For All : An 
Alternative Strategy” put forth by the ICMR/ICSSR Joint Panel 
in 1982 rightly emphasizes on CHGs/VHGs. The idea started 
from the proposition of RMP (Rural Medical Practitioner) scheme 
presented in the Sth Five Year Plan, stimulating the barefoot 
doctors of China and Feldshers in USSR. However the differences 
in the social structure between these countries and India was 
not considered. No wonder the RMP Scheme failed. (12) A 
similar fate met some of the other changes incorporated in the 
system throughout the nation, as also in West Bengal. 


CHG/VHG 


The idea of training these health volunteers after recruiting 
them from the community was ideal. Unfortunately the 
community was not educated about its role. Their selections were 
wrong, training pedagogic and mechanical. These workers were 
recruited with the hope that in future they will be absorbed in 
Government service. The effort was futile. It is causing frustration 
amongst both the workers and those who recruited them. 
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Multi-purpose Health Workers (MPW) 


These workers are supposed to be local people and selected 
by the Panchayat. In reality the Panchayat is ill-informed about 
their functions. The MPW’s training is mis-directed. Being 
regular Government employees, they refuse to be controlled by 
the Panchayat. Their function is only limited to the incentive- 
oriented family planning and target-oriented immunization 
programme. Nowadays the Panchayats are getting more involved 
in their activities and are vigilant about their performance. These 
workers should get in-service training at block level and their 
control should be in the hands of the Panchayat, only then can 
they successfully implement the Central and State health 
programmes. 


New PHCs 


The cost benefit of these new PHC’s requires thorough 
analysis (8) . The Assembly Committee of Health and Family 
Welfare has recommended that most of these centres should only 
run as OPDs and monitor the activities of CHGs and MPWs. 
These centres upto the CHC will be under the control of 
Panchayat Samitis. 


Assembly Committee observed that most of the subsidiary 
health centres in our State, which are now being named as New 
PHC, are not functioning and will never function. The cost of 
construction of New PHC complex is about 37 lakhs. To maintain 
one such Static unit, salary per annum for the incumbents varies 
between 3.5 to 4 lakhs. (8) New PHCs have only one doctor, 
supposed to be on duty for 24 hours. As a result, he does not 
go to the new PHC. Some of them attend these centres from 
an urban place only for a few hours. These units can run .as 
outdoors. The nurses and other staff who have little work to 
do here should be better utilized in CHCs. Patients who require 
institutional treatment, should be referred to CHC, sub-divisional 
and district hospitals. At present, the problem of maintaining 


buildings and the staff quarters is a big headache for the Health 
Department. 
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Community Health Centres (CHC) 


The proposed planning of CHC is impractical. It provides 
30 beds with only 8 nurses. There will be 8 doctors. Five 
of them will be specialists with only one general duty Medical 
Officer and another for public health. The third one will be from 
other system of medicine. With this manpower how will OT, 
Labour Room and OPD be managed? These centres as proposed 
will not function. The patients will be. harassed and be referred 
to sub-divisional and district hospitals. Thus, the idea of 
providing full secondary: medicare at the block level reducing 
the unnecessary load on the urbanand Medical College hospitals 
will be frustrated. 


In many of the block hospitals in West Bengal, there are 
more number of beds (varying between 50-60). The number of 
nurses (Only 8), is grossly inadequate, to run the OPD, labour 
room, OT and indoor beds. To make it properly functioning, 
the number of nurses should be around 25. Only one GDMO 
and five Specialists, along with one GDMO for public health 
and others from other systems of medicines cannot make the 
centre functioning. If the sub-centres function properly, 30 beds 
are enough for 1-1.5 lakhs population. The doctor-population 
ratio for 3500 population is pragmatically recommended. In West 
Bengal doctor-population ratio now is 1:700, if all the systems 
of medicines are included. Mudaliar Committee's suggestion on 
nurse-population ratio is 1:5000. This is ridiculous. The 
arbitrariness in the planning has created a problem for the State 
and frustration amongst the people. 


The entire MNP programme should be reviewed and 
restructured. The State must be given liberty to implement it 
according to the need of the people. 


The Process of Involving the Panchayat has Started 


Although belated, the Panchayat system in West Bengal has 
taken up the issues of health care It has integrated its literacy 
campaign with health education, immunization and family 
welfare programme. It is expected that if Panchayat system gets 
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properly involved, better results will be achieved with the limited 
resources. 

To maximize the output, health administration and health care 
delivery should be decentralized and de-bureaucratized. All the 
financial, administrative and decision making functions should 
be planned and implemented through three tier Panchayat system. 
To undertake this responsibility Panchayat as well as the people 
should be provided with all the information regarding health care 
delivery by the policy makers and administrators. 


Why Panchayats could not Play their Proper Role 
Panchayats in West Bengal could not discharge their duties 
because : (a) They were not asked to do so; (b) Political leaders, 
administrators and people are suffering from conceptual lacunae 
regarding health care. To them health care means treatment and 
that too through static units; (c) The planning of health care is 
done by medical elites who will never give up their hegemony 
over the health care system. There is also imbalance in the 
provision of medical and paramedical manpower. Roles of these 
health personnel are ill understood by the people. The Central 
directives (Centre is responsible for national health policy) are 
planned by medical elites and imposed upon the people; (d) Even 
the progressive political parties are not aware about the politics 
of health care. They fail to understand (maybe because of their 
own hegemonistic outlook) that science, and health care as a 
part of science, have been used by the ruling class as 
a political weapon to keep their control over the majority of 
the population; (e) The functions of existing health infrastructure 
have not been properly assessed by the Government, nor by the 
political system. People also do not know what health care can 
be provided by such infrastructure. This lack of assessment has 
forced the Government to submit to the strait-jacket directives 
of the Centre. These directives benefit the doctors, paramedical 
persons and other people connected with construction and 
maintenance of these static units. These institutions have become 
a good hunting ground for the merchants of medicine. People 


are getting little benefit. Instead they are getting wrongly 
indoctrinated. 
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If the political parties could understand the real problem of 
health care, they could convince the people and Panchayats. With 
the knowledge, Panchayats can take up the responsibilities to 
maximize the benefits for the people. 


W. B. L. A.’s Committee for health and family welfare has 
visited all the districts and most of the existing infrastructures 
in our State. The committee organized meetings with the District 
Magistrate, Sabhadhipati and Chief Medical Officers of the 
districts along with the Karmadhyakshas for health of the Zilla 
Parishad and Panchayat Samitis, to explain the politics behind 
health care, the wrong indoctrination of the people. The designs 
of multi-nationals and their commercial interests have been 
pointed out along with the scope and limitations of the existing 
infrastructure. This has created awareness amongst the people 
to some extent. As a result, the immunization and family 
planning programmes have got a pick-up. The birth rate, death 
rate and infant mortality rate have been reduced significantly. 
Epidemics following natural calamities like flood and drought 
could be effectively controlled. Five districts ic. Burdwan, 
Midnapore, Bankura, Birbhum and Hoogly, have obtained full 
literacy, other districts are going to achieve the same goal within 
a short period. By linking up immunization with literacy 
campaign, 95% immunization has been achieved in Midnapore 
and Burdwan. The drop-out rate has significantly minimized. 
But this is only the beginning. Purposeful and active involvement 
of the political systems and their frontal organizations who vow 
to serve the people, particularly those who are denied of social 
justice, is the only method to ensure proper health care for the 
people. Panchayat and all such local bodies are subservient to 
the political will of the country. 


Conclusion 

It is strongly felt that if the political will which made 
Panchayati Raj effective in the socio-economic sphere takes up 
the health care problem in the proper perspective, the health 
situation of the state will be optimized. 
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For this the involvement of the political parties with their 
frontal organization is essential. The causes of ill-health are multi- 
factoral. Disease has no predilection for any political colour. Only 
the poor people are worst-affected. This is an issue where all 
the political parties can unite to build a healthy nation. 


Bhore Committee (13) pointed out “unemployment and 
poverty produce their adverse effect on health through the 
operation of such factors as inadequate nutrition, unsatisfactory 
housing and clothing and lack of proper medical care during 
illness” and are thus responsible for our ill health. But knowing 
that health is a purchasable commodity in our society it 
recommends “no individual should fail to receive adequate 
medical care because of inability to pay for it” and “in view 
of the complexity of modern medical practice the health service 
should provide, when fully developed, all the consultant, 
laboratory and instrumental facilities for proper diagnosis and 
treatment” (emphasis mine). This provided the ruling and 
administrative echelons the scope of diverting people’s attention 
to medicare in preference to health care. 


The same lacunae are noted in the alternative approach, 
“Health For All by 2000 AD”. Health care is shelved, and focus 
is concentrated on primary medicare and finally to selective care 
through universal immunization only. 


This politics behind health care is ill-understood by the 
progressive political parties. This is why even in West Bengal, 
the Panchayat system has not been able to maximize the operation 
for health care. 


Our task is to initiate this understanding and create a health 
movement on this perspective to assure proper health care for 


the people as complementary to the people’s social liberation 
movement. 


Dr. G.P. Dutta is a medical researcher, teacher, writer and 
politician. 
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Panchayati Raj 
and Health Care 
The Karnataka Experience 


T. R. Satish Chandran 


Panchayati Raj was ushered into Karnataka three years ago 


with a view to take ‘power to the people’. The preamble to the 
Karnataka Zilla Parishads, Taluk Panchayat Samithis, Mandal 
Panchayats and Nyaya Panchayats Act 1983 states, 


1. 


“Whereas it is expedient to provide for the establishment 
in rural areas of Zilla Parishads, Taluk Panchayat Samitis, 
Mandal Panchayats and Nyaya Panchayats to assign to them 
local government and judicial functions and to entrust the 
execution of certain works and development schemes of the 
State Five Year Plans to the Zilla Parishads, Taluk 
Panchayat Samities, Mandal Panchayats and to provide for 
the decentralization of powers and functions under certain 
enactments to those local bodies for the purpose of 
promoting the development of democratic institutions and 
securing a greater measure of participation by the people 
in the said plans and in local and Governmental affairs and 
for purposes connected with and incidental thereto....” 


The expressions in the preamble are significant. The 


legislation aims at promoting democratic institutions which are 
expected to function as units of Government in their areas. These 
institutions are to be entrusted with development schemes under 
the Five Year Plans; wider opportunities should thereby become 
available for people’s participation in the execution of the Plans, 
as also in the affairs of local government. There is to be a 
decentralization of the powers and functions to enable the 


Panchayati Raj institutions to discharge the responsibilities cast 
on them. 
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2. It must be recognized right at the outset that the Karnataka 
model of Panchayati Raj is not just an administrative innovation 
aimed at improving the efficiency of programme implementation 
through administrative decentralization. Its goal lies much deeper, 
namely transfer of the function of governance from the state level 
to the district and lower levels. The Panchayati Raj institutions 
are visualized as units of government enjoying a great deal of 
autonomy; at the same time, proximity of the elected 
representatives in these bodies to the electorate would ensure 
greater accountability. The process of planning is expected to 
become more effective as these institutions have intimate 
knowledge of local resources. While it is the larger political and 
economic goals which underlie the concept of Panchayati Raj, 
secondary benefits would also flow in terms of more efficient 
administration, as a consequence of closer supervision and 
answerability of the local bureaucracy to the elected bodies. 

3. Inthe Panchayati Raj structure in Karnataka, executive power 
is vested at two levels, the Zilla Parishad at the district level 
and the Mandal Panchayat which covers a cluster of villages 
with a population of 8000 to 12,000. There are two other levels 
as the bottom; there is the Gramsabha which comprises of all 
the adults in the village and is required to meet twice a year 
to review the activities of the Mandal Panchayat. In between 
the Mandal Panchayat and the Zilla Parishad, there is the Taluk 
Panchayat Samiti, which includes the local MLA and the 
chairmen of all the Mandal Panchayats in the taluk. This body 
is essentially a co-ordinating body without any executive powers. 
The Zilla Parishad is designed to be the main agency for planning 
and development departments (including health and family 
welfare) at the district level and below. These are placed under 
the administrative control of the Zilla Parishad, the official 
machinery in the district being headed by a senior officer 
designated as Chief Secretary. In order to enable them to 
discharge the planning responsibility, each Zilla Parishad is 
provided with a planning team which includes a Statistician, 
agricultural expert, etc. Conceptually, the Mandal Panchayat is 
a plenary body in its area as, like the Zilla Parishad, it is also 
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directly constituted. In reality, its area of operation is mainly 
as an implementing agency. It however wields considerable 
power in regard to the selection of beneficiaries in beneficiary- 
oriented programmes; it also has a decisive voice in the choice 
of works to be taken up in the local area and their location. 
As regards finance, the Panchayati Raj institutions in Karnataka 
depend almost wholly on grants transferred by the State 
Government through the annua! budget voted by the Legislature. 
The scale of transfer however is considerable and presently 
amounts to a little less than a third of the state budget. Thus, 
there is a genuine attempt to transfer both powers and functions 
on the one hand, and commensurate resources on the other, to 
these institutions, to enable them to truly function as units of 
government in their areas. 


4. As stated earlier, the prime responsibility of the 
developmental activities in the district has now been placed on 
the Zilla Parishad. This includes public health. Section 182 of 
the Karnataka Panchayat Raj Act lists the various functions of 
the Zilla Parishad ; among these is the maiiagement of hospitals 
and dispensaries, excluding hospitals at the district headquarters 
and institutions managed by Municipal Corporations or Councils. 
One of the Standing Committees of the Zilla Parishad is the 
Health Committee which shall “perform the functions relating 
to health services, hospitals, water supply, family welfare and 
other allied matters”. The Mandal Panchayat has also some 
responsibilities in areas of sanitation and health, but these are 
mostly what one may describe as the traditional municipal 
functions of maintaining sanitary conditions in the local area. 
Every Mandal Panchayat is required to constitute an Amenities 
Committee to “perform functions in respect of education, public 
health, public works and other functions of the Mandal 
Panchayat”. It will be seen from the foregoing account that ‘it 
is the Zilla Parishad which has a crucial role in the health 
administration of the district. The role of the Mandal is somewhat 
undefined and indirect. The following figures from Karnataka’s 
annual budget for 1990-91 give an indication, in financial terms, 
of the extent of decentralization in rural health administration. 
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Plan Non-Plan — Total 


Total Revenue budget for 40.69 174.93 215.62 
Medical and Public Health 


Deduct provision for Urban Health 10.86 95.45 106.31 
Services and Medical Education 


Total Provision for Rural 29.83 79.48 109.31 
Health Services 


Of which, transfer to ZPs. 20.71 65.63 86.34 
(69.4%) (82.6%) (79.0%) 


As the above figures show, almost four-fifths of the health 
budget meant for the rural areas are now controlled by the Zilla 
Parishads. 


5. What has been the experience of the working of the 
Panchayati Raj institution in Karnataka, during the last three years 
administration? When radical changes are introduced in the 
politico-administrative system, it is only natural that there is a 
period of transition during which teething problems are bound 
to be encountered. This was compounded by the fact that in the 
initial period when these institutions required to be nurtured, 
some unforseen adverse factors cropped up. Among these, the 
most important were the fluid political situation in the State 
during 1988-89 and the State’s acute financial stringency which 
imposed severe restrictions on the flow of resources to the 
Panchayati Raj institutions. Besides, the Seventh Five Year Plan 
had been frozen before the establishment of the new bodies, 
leaving hardly. any free resources to them to launch new 
initiatives. Given these limitations, the performance of these 
institutions must, on the whole, be considered encouraging 
though three years is too short a period to pronounce final 
judgement. 


6. The working of Zilla Parishad and Mandal Panchayats was 
reviewed by an Evaluation Committee which submitted its report 
in 1989. Referring to health administration in the districts, the 
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Committee reported, “Likewise, there has been significant 
progress in the area of medical and public health facilities. 
Besides a big improvement in the attendance of doctors and other 
medical personnel, steps have been taken to secure the supply 
of drugs and medicines more regularly and in accordance with 
local requirements. Pressure from local governments has also led 
the State Government to make substantial modifications in its 
medical stores purchase policy, and ZPs have been able to secure 
more of their supplies locally more cheaply and promptly”. Thus, 
there is evidence to indicate improvement in two directions, first 
in mobilizing local resources for strengthening the infrastructure 
for health services and secondly in greater accountability of the 
doctors and paramedical workers. Also, there appears to have 
been some improvement in the supply of drugs. 


7. One cannot however say with confidence that improvement 
in the performance of the health service is visible all over the 
State as a result of Panchayati Raj. As yet, there has been no 
comprehensive study and one has to rely on case studies or 
impressions gathered from a cross-section «f people. The general 
picture is that as in other sectors, there have been transitional 
difficulties in rural health administration. Personnel management 
has been a problem area; recruitment, transfers and disciplinary 
control have been a source of friction between the State 
Government and Zilla Parishads. Inevitably, the initial 
complement of Panchayati Raj personnel comprises Government 
officials on deputation. It is only over a period of time that ZPs 
can build up their own cadres. There are legal limitations to the 
extent to which administrative control over deputed personnel 
can be passed on to the borrowing authorities. This is by no 
means an unsolved problem and it should be possible to evolve 
working arrangements which demarcate the roles of Government 
and Panchayati Raj institutions. But, on account of lack of 
coherence and consistency in thinking in the different segments 
of Government at the highest level, there has been considerable 
misunderstanding and confusion which could have been avoided. 
An ambivalence in governmental attitude towards Panchayati Raj 
persists even now. Yet another, but anticipated factor has been 
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the evolution of new relationships between the officials and the 
elected representatives at different levels. It was only to be 
expected that it would take sometime for the vast body of 
officials, especially those operating close to the ground, to 
appreciate the rationale for Panchayati Raj and to adjust 
themselves to the new working environment. In the interim, for 
lack of proper understanding of their respective responsibilities 
on the part of both officials and the elected represeniatives, strains 
have developed and programme implementation has suffered in 
some areas. Yet another sensitive issue has been the nature of 
relationships between Heads of Departments and regional officers 
and the counterparts in the districts in regard to technical control 
and supervision. How does one reconcile the administrative 
autonomy of the ZP administration with need for continuing 
technical support? A system with multiple lines of control is 
difficult to operate. But there is no simple and neat solution. 
What it calls for is an appreciation of the total perspective on 
the part of officials at the middle and higher levels. 


8. As mentioned earlier, one cannot hazard the statement that 
with the ushering in of Panchayati Raj, there has been a 
perceptible improvement in the level of performance of the rural 
health services. Indeed this reflects the overall situation. While 
some of the ZPs settled down to work quickly and the results 
have been commendable, several ZPs still display an excessive 
concern with procedural or petty issues which use up a 
considerable part of their time, or with transfers and postings. 
There is also, understandably, more interest in and enthusiasm 
for brick and mortar programmes of high visibility than on the 
relatively unexciting task of maintaining in proper order 
institutions and activities already on the ground. The classifica- 
tion of public expenditure as “Non-Plan” and “Plan” seems to 
give the impression that the former is unimportant. There is 
inadequate recognition of the fact that the bulk of expenditure 
incurred by the Panchayati Raj bodies is on the maintenance 
and upkeep of institutions, services and programmes which are 
already in operation and that expansion of an existing service 
or introduction of a new activity under “Plan” can only be 
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incremental in character. One hopes that, with the passage of 
time, the elected representatives in the Fanchayati Raj institutions 
will have a better appreciation of their role and functions. 


9. A specific point pertaining to the Karnataka set-up which 
may be briefly referred to is the imbalance between the two 
executive tiers, the district and the Mandal. With its small 
coverage in terms of area, limited resources (financial and 
manpower) the Mandal has hardly any direct role in rural health 
administration, as in many other areas. Unless this structural 
imbalance is corrected, the process of decentralization will get 
frozen at the district level. This has major implications from the 
point of view of both the larger goals of Panchayati Raj and 
of ensuring greater responsiveness on the part of the local 
administration. 


10. Alleviation of poverty and ill-health has been a major goa! 
of successive Five Year Plans. The National Health Policy was 
enunciated a few years ago to give a direction to an integrated 
development of medical and health services in the coming years, 
so as to meet the health needs and priorities of the country. It 
visualizes, among other things, the establishment of a network 
of comprehensive primary health services which take into account 
the fact that a large majority of health functions can be effectively 
handled by the people themselves. It also lays emphasis on 
voluntary action. Decentralization of political and administrative 
power through Panchayati Raj institutions can facilitate this 
process. But one must take note of certain basic inherent factors, 
within the health system and outside, which must be reckoned 
with before we can expect any spectacular improvement. These 
are well-known but bear repetition. First, in spite of policy 
Statements to the contrary, the thrust of medical education as 
well as of programmes in action are still towards curative urban- 
based services; preventive aspects still do not receive requisite 
attention. Secondly, even though decentralization of power is the 
underlying concept of Panchayati Raj, it does not automatically 
follow that the power passes into the hands of those who have 
concern for the poor and the under-privileged. Studies on the 
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caste camposition and economic background of the elected 
representatives of ZPs and MPs in Karnataka do not evidence 
a loosening of the hold of the dominant landed sections of the 
rural community. It will take time before the power equations 
shift in favour of those who have traditionally remained out of 
the mainstream. This is of importance if health services, which 
have the vast masses of the rural poor as their clientele, are to 
receive adequate attention. Lastly, the system of planning 
followed so far in the country has led to rigidities at the national 
and the state levels, leaving little scope for local initiative and 
innovation. If Panchayati Raj is to achieve its full impact, the 
planning procedures will themselves require decentralization, 
particularly with regard to social and community services. 


T. R. Satish Chandran is the Director, Institute for Social and 
Economic Change, Bangalore. 
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SECTION FOUR 


THE COMMUNITY HEALTH CARE SYSTEM : 
A MODEL FOR HEALTH IN PANCHAYATI RAJ 


Community Health Care System 
A Model for Health in Panchayati Raj 


Dr. N. H. Antia 


The existing model for providing health care to the rural 
population is based on the Primary Health Care concept of the 
Bhore Committee (1946), reiterated by the WHO at Alma Ata 
(1976) and by the ICSSR/ICMR report Health For All : An 
Alternative Strategy (1981). Unfortunately, instead of the 
envisaged people-based and people-involved system, the existing 
PHC, the sole vehicle of the government for providing health 
services to the 70% rural population of India, haS become a _ top- 
down bureaucratic exercise for “delivery” of services. It now has 
Family Planning as its prime objective. This has distanced it 
from the people and their health needs. This Community Health 
Centre (also known as the upgraded PHC or Rural Hospital) has 
been converted into a mini district hospital of a purely curative 
nature and not the apex body of all the health services for 100,000 
population as originally envisaged in the ICSSR/ICMR report. 


This has not only created dependency among the people but 
the coercive Family Planning programme has alienated them from 
their health services. The single-minded interest in this 
programme has not only demolished. the Health component but 
has also failed to achieve even the Family Planning “target”. 
The present expenditure on the rural PHC programme is about 
Rs.27/- per capita per annum as compared to about Rs.100/- per 
capita for the 30% of the population which is urban. There is 
hence not only need to reallocate resources, but more important, 
to devise a rural health service in keeping with the 
epidemiological profile and the people’s needs and also involving | 
them in their own health and its care to the largest extent that 
this is possible. The joint ICSSR/ICMR Committee had analysed 
the health problems of the country in its widest perspective and 
had clearly stated that health care is basically the people’s own 
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problem. Contrary to common belief health lends itself 
admirably, technologically, economically as well as culturally, 
to a decentralized, small scale, people-based approach. The 
recomme-ndations of this report have to a considerable extent 
been reflected in the National Health Policy of 1983. 


Several health projects like those described have demonstrated 
the feasibility of such an approach. With the passing of the 
Panchayati Raj Bill in Parliament in 1989 for reactivating a 
decentralized form of government, health will also become a 
decentralized activity controlled and operated by local bodies 
from the village Gram Panchayat to the Panchayat Samiti and 
District levels. This will entail increased inputs at these levels 
and transfer of the rural health infrastructure and manpower to 
the local bodies, namely the PHCs and the CHCs. It 
_ is therefore imperative at this stage to propose a model of health 
care encompassing the technical, sociological, cultural and 
economic aspects of this bottom-up approach for a people-based 
health service and its implication on health problems and 
programmes. The Community Health Care System (CHC 
System) is presented as a model for health services based on 
Indian experiences in decentralized health care. This model 
proposes to decentralize the health system and services upto the 
one lakh population level where about 95% to 98% of all health 
needs — preventive, promotive as well as curative — will be 
met; about 85% to 90% of this would be eventually undertaken 
at village and PHC levels. 


This model does not depart to any significant extent from 
the existing rural manpower or infrastructure except for modest 
augmentation at the village level and hence should be acceptable 
and usable on a national scale. While the recurring cost of such 
a health system is envisaged at about Rs.80/- per capita per 
annum, the major increase will be for non-salary recurring 
expenditure which at present consists of only 15% of the existing 
PHC budget. If such a system can demonstrate that the vast 
majority of health care can be undertaken at this level, including 
all National Disease Programmes as well as Family Planning, 
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leaving relatively few cases requiring specialized attention, such 
increased cost should be justifiable and acceptable. 


Table 1 
Cost of Community Health Care System 
(per capita per annum) 


(in Rs.) 
Population Health Care Unit Per Capita 
an Expencibre 
2,500 Village Health Centre 30 
20,000 Primary Health Centre 27 
1,00,000 Community Health Centres 23 
Total CHC Sysiem 80 


The cost of such a System, which will provide appropriate 
health care for most of our country’s population which lives in 
the rural areas, is well within reach but calls for a more balanced 
distribution of available resources trom the current lopsided 
pattern of expenditure which is biased towards the urban 
population. 


Table 2 
Annual Increase in Health Expenditure 
(per capita per annum) 


Expenditure Rural Urban 
Bee call al a AS NS TA le ER Rh Ls > SERRE ESR 
Current* 25 100 
Proposed by CHC System 80 100 


* Broad Estimate 


At present the local private practitioner or the distant district 
hospital are the chief health resources for the rural population 
despite the availability of the PHC. The aim of the proposed 
CHC System is to rectify this anomaly and ensure that “no 
individual should be unable to secure adequate medical care 
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because of inability to pay for it”; also integration of the 
preventive, promotive and curative services, making them 
available as close to the people as possible, in an acceptable 
manner and within the available resources of the country. 


Table 3 
Annual increase in Health Expenditure 
(1990-91) 
(Rs. in crores) 
State Rural Urban Total 

Expenditure 
Proposed 5,200 4,400 9,600 
Current 1,600 4,400 6,000 
(1990-91) 
Increase 3,600 - 3,600 


Note : All figures are broad estimates. 


In sum we propose to increase the expenditure on rural 
population to a reasonable level while freezing the expenditure 
on the urban population at the current level. If all the public 
and private sources of expenditure in the country are 
included, we find that the country is already spending more than 
double the proposed expenditure. Besides the 6,000: crores 
expenditure by the Ministry of Health and Family Welfare, 
other Ministries (Railway, Defence, P & T, etc.) the corporate 
sector, the Municipal bodies, and the ESIS expenditure 
are in the urban areas. If we add to this personal household 
expenditure, we find that about 6% of the GNP is already being 
spent on Health. Most of this expenditure is concentrated on 
the urban population. Our model proposes to reorient this bias. 
It must be carefully considered whether the mix of the sources 
of finance should include the Government, Foreign aid, Charity. 
insurance — both private, voluntary, public and compulsory 


or by user charges. This would vary from urban to 
rural situations. 
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A. An Overview of the Model 


The essence of this model is the Village Health Unit 
comprising of a full-time Community Health Worker and a dai 
for every 500 population, supported at the 2,500 population (an 
average Gram Panchayat) level by an Auxiliary Nurse Midwife. 
Eight such units covering a population of 20,000 (as 
recommended by the Bhore Committee) being provided 
supportive services by a PHC. The present PHC covering 30,000 
popujation cannot provide adequate access nor intensive cover 
to the population. At the 100,000 population level this system 
envisages a Community Health Centre (CHC). The most 
important aspect of such a system will be in evolving and 
operating an entirely different community based system with 
specific training and reorientation of all health personnel for the 
tasks at each level. Also in activating and involving the 
community in its own health and its care and eventually assuming 
charge of all the health services at the above mentioned levels, 
through the Panchayati system. 


Reorientation of Priorities in the CHC System 


A major cause for the failure to address the health of our 
people as also of the health system itself is the lack of 
appreciation of the dominant role of the people in such 
an intensely personalized human activity. The existing rural 
public health system has converted health into a techno- 
managerial bureaucratic exercise dictated from a distant Capital 
where the people are visualized as “targets” for achievement of 
national goals. On the other hand the private sector, though 
providing personalized service, has also lost the welfare of the 
inividual and community in its desire to maximize profits.. 


The elite, of which the medical profession is a part, has 
confused education with intelligence and hence feels that the 
illiterate or even semi-literate poor are incapable of under- 
standing, leave aside looking after their own health and welfare. 
Having secured control of the power and decision making process 
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the elite sections have feathered their own nest utilizing the 
Western model they seek to imitate. This has inevitably resulted 
in expensive curative services and hospitals catering primarily 
to their own requirements in urban enclaves. This has become 
the first choice not only of the private medical sector but also 
of the public sector. As a result of the influence that the private 
sector exerts because of the personalized rapport with the decision 
makers such as politicians and bureaucrats whom they treat, they 
are in command of decision making even in the public sector. 
This has resulted in the diversion of the limited resources of 
the public sector to urban medical colleges and hospitals where 
the majority of the private doctors receive their professional 
training, based not on the pattern of diseases which affect the 
majority of our people but on that of the West, (which is also 
the disease pattern of our elite) for which sophisticated expensive 
equipment is purchased to train the specialists in medical colleges 
and hospitals, at public cost. This inversion of priorities, as 
demonstrated by the distribution of resources, manpower and 
health facilities between urban and rural areas, is partly 
intentional, but is also partly the result of almost total lack of 
awareness by the medical profession of the medical and health 
problems that affect the majority of our people, as also the socio- 
economic and cultural conditions under which the available 
technology has to be utilized for their benefit. 


The Community Health Care System aims to correct this 
imbalance of health priorities where the decision making and 
implementation of most health activities will be from village 
upwards and not top-down, as at present. Only then can 
technological and social relevance be brought into the health 
system. The reality of the cultural and social distance between 
the medical professionals and the masses has also to be considered 
in evolving such a system especially at the CHC and PHC levels. 


The essence of the model is that the people must not only 
be actively involved in their own health care but that the health 
services upto the 100,000 population (Block/Panchayat Samiti) 
level should be under their administrative as well as financial 
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control and adequate funds should be provided to them for this. 
Only this can enable people’s participation and active 
involvement as well as ensure accountability into those who are 
paid to serve them. Without this pre-condition no model can 
hope to succeed. Much fear has been expressed about the misuse 
of power at the lower levels but misuse of power and corruption 
are not the prerogative of any level and are more visible at the 
lower levels where interpersonal interaction is far easier and 
misuse can hence be checked. 


The dissemination of power to lower levels must be associated 
with widespread detailed information about all facilities and 
services and the monetary resources provided for public use. This 
would prevent monopolizing and diversion of resources to local 
leaders and lack of accountability by the service personnel. 
Secrecy is an important mode for avoiding accountability and 
appropriation of resources. 


Panchayati Raj, if implemented in its true spirit of democratic 
decentralization with delegation of financial and administrative 
responsibility to the people, will provide this basic requirement 
as well as the framework for the implementation of health care 
at the community level where the majority of ihe health problems 
are located. At each level the people have to be provided the 
resources and power as well as latitude to modify the model 
to suit their local requirements eg. to use a mix of the indigenous 
and allopathic system in the purchase of medicines and supplics 
and selection of personnel. No targets will be imposed from 
above but technical information and broad guidelines will be 
provided for implementation of National Programmes for Disease 
Control and also for Family Planning. 


The responsibility for operation of such a Community Health 
Care System at each level will be vested in the people and their 
Panchayati institutions. The Panchayat bodies, especially at the 
Gram Panchayat level, will be supported by People’s 
Committees. These bodies will be free to consult their health 
personnel or any other source to facilitate decision making and 
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functioning. The health functionaries will report at each level 
to the respective Panchayat body and the people. The technical 
planning of the Community Health Care System will be 
undertaken by the Panchayats in consultation with the available 
technical personnel at the PHC and CHC. The disbursement 
of salaries and other expenditures will be through the Panchayats 
and the ratio of salaries to supplies at all levels will be in a 
ratio of 60:40 and not 85:15 as at present. The maximum 
expenditure will be at the village level, with the per capita 
expenditure declining at higher levels. Power will not be vested 
only in the elected members of the Panchayat but will be shared 
by representative People’s Committees which will function with 
the health workers and the Gram Panchayats. The majority of 
the members of the People’s Committees should be women, as 
will also be the health workers of this village System. 


This Community Health Care model does not provide rigid 
directives but only broad guidelines. The ratio of population 
to personnel is flexible at each level and can be modified to 
local circumstances. However, there will be no transfers of staff, 
so inimical to continuity of operation and for purpose of building 
rapport and ensuring accountability. Inefficient staff may be 
warned or dismissed by the Panchayat bodies, but not imposed 
on another Panchayat through transfers. Not being government 
staff the problems of unions will not arise. 


Since the majority of the population consists of women and 
children and most of the health problems affect them, all health 
workers at the village level must be women who will live and 
work as an integral part of the community which will pay their 
Salary and to which alone they will be finally accountable. They 
will work towards a common purposeful goal collaborating not 
only between themselves but also with the Anganwadi (ICDS) 
worker and the teachers of the village school. They will receive 
support from the PHC and CHC, both of which will also be 
under the control of the community through the Gram Panchayats 
and Panchayat Samiti, and the People’s Committees at each level. 
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Table 4 
Community Health Care System 


Population Panchayat Health Unit Estimated 


level Unit Percentage 
Care 


2,500 (Gram Panchayat) VILLAGE HEALTH UNIT 80 


500 4 1 Village Health 
Worker (Female) 

500 : 1 Dai (Female) 

2,500 r 1 Multi-purpose 


Worker( Female) 


20,000 Group of GPs PRIMARY HEALTH CENTRE 13 
2 Doctors 
3 Nurses 
10 beds 
staffing pattern as for present PHC 


Panchayat COMMUNITY HEALTH CENTRE 
Samiti i/e 
100,000 Block Senior Medical Officer (PSM) 5 
| 
pO HHS See ~ 
( adoee (Curative) 
1 PSM doctor Rural Hospital 
4 Health Assistants 60-100 beds + 
dharmashala, 
1 Statistician with 5 basic specialists 


and 4 General 
Practitioners 


“WW 


1 million (District) District Hospital 
5 million (City) Tertiary Care Hospital 0.25 


Fach of the levels of the CHC System are components of 
a single comprehensive people’s health unit, for, only when all 
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levels function in concert can the CHC System be truly effective. 
Should any one of the units be isolated, the entire system will 
be dysfunctional. We have seen this happen to the present day 
Community Health Worker, PHCs and Community Health 
Centres (Rural Hospitals). 


Referral System 


A graded referral service is a key element of the CHC system. 
Each level will refer cases to the next level and there will be 
no bypassing of lower levels to reach the hospital directly. The 
adequate services at the village level and the PHC attached to 
the CHC should ensure that the Rural Hospital is utilized only 
as a referral centre as per actual medical and Public Health 
requirements. The Community Health Care System is based on 
a ‘Functional Classification of Diseases' which is used as the 
basis for setting priorities and grading the levels of health care. 


Functional Classification of Diseases 


Classification of diseases is necessary for diagnosis as well 
as treatment. While diagnosis must theoretically precede 
treatment, in the majority of cases when the patient first presents 
her/himself, treatment is chiefly on a symptomiatic basis after 
eliminating any serious condition posing an immediate threat to 
life or limb. Else the diagnosis is self-evident and can be treated 
on the basis of simple clinical examination. 


This approach is not only cost-effective, in time as well as 
expense for both the patient as well as the doctor, but it also 
avoids unnecessary investigation. What most patients need at 
this stage is assurance and information, as to when and how 
to seek additional advice and/or treatment, in the unlikely event 
of this being a prodromal symptom or sign of a more significant 
disease. In actual practise waiting and watching is one of the 
most important tools in the medical armamentarium. 


The degree of confidence with which an ailment can and 
should be diagnosed or managed depends not only on the skill 
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of the physician but also on the disease itself. It also depends 
on the individual and national resources, which may be the 
predominant factor in countries where the overall health 
manpower and public as well as personal resources are limited 
or scarce. This constraint also operates amang the poor sections 
in affluent countries where health services in the public sector 
are restricted. Even in a country like Britain, with a tradition 
of good health care in the public sector which is available to 
all itS citizens, the burgeoning cost of health care necessitates, 
that the utilization of available medical manpower and resources 
be optimized. This has been achieved by encouraging self-care 
and the use of paramedics and nurses for help in the home as 
well as in hospitals, and relieving the load on the more expensive 
doctor and specialist services. Expensive investigations and 
services are also rationed. 


Such an appropriately graded form of health care is not only 
cost-effective, but is generally more acceptable to the patient, 
as it is more readily available and permits intimate interaction 
and caring which is so often lost in the increasingly technology 
oriented medicine. While desirable in a country like Britain, there 
is no alternative to such a graded system in a country like India, 
if health care is to reach the majority of our people who are 
dispersed in the 600,000 villages. The proliferation of allopathic 
doctors from 59,338 to over 3,00,000 since 1947 has failed to 
solve the problem of the control of communicable diseases which 
are still responsible for the major mortality and morbidity load 
of our people. Instead we have a plethora of public and private 
medical practitioners and specialists in the cities and towns, while 
70% of the population who live in rural areas do not have access 
to even the most elementary form of health care.The current 

- medical education, which tries to imitate the latest technolegical 
trends of the West, is steeped in the diagnostic approach, based 
on pathology. In actual practice, as a result of the absence of 
even elementary. facilities for investigation in most situations, 
a dangerous blunderbuss type of symptomatic medicine is 
actually the rule. 
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It is hence necessary to evolve a more functional classification 
where diseases are classified not according to their pathology 
but according to the varying levels of skills and facilities needed 
for their diagnosis, management and care. Experience in health 
care projects such as our own at Mandwa has demonstrated the 
advantages of differentiating diseases by utilizing a more practical 
and functional approach. In this approach diseases are classified 
not according to pathology but more according to the knowledge, 
skills and facilities required for their diagnosis, treatment, 
prevention and control. 


Broadly speaking diseases can be grouped in the following 
five categories: 


Category A : APHC study by the National Institute of Mental 
Health and Neurosciences revealed that 25% of all attendance 
at a PHC comprises of psychosomatic problems which need 
understanding and explanation rather than a pill or injection. 


Category B : These comprise of simple, self-limiting diseases 
which can be adequately handled by the individual and the family 
itself; eg. minor coughs, colds, diarrhoeas, bodyaches, headaches, 
cuts, bruises, boils, minor allergies and a host of everyday 
conditions. Both the diagnostic as well as the treatment skills 
are a part of most families and the community and are managed 
by utilizing home and folk remedies and/or some cheap and safe 
over-the-counter drug like aspirin. 


Category C : These are diseases which are not life threatening 
but are nevertheless responsible for a substantial part of 
the community’s morbidity load, such as scabies, worms, 
moderately severe diarrhoea, dysentery, acute tracheo-bronchitis, 
moderately severe cuts, bruises, abdominal colic, osteoarthritis, 
chronic dermatosis, common fevers,. chronic obstructive 
pulmonary disease. 


They can be adequately diagnosed and looked after by 
properly trained paramedical workers with a modest repertoire 
of safe but effective drugs, and even more important, by advice 
for management such as ORT, steam inhalation or how to apply 
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Sulphur ointment or benzyl benzoate. Such advice would be even 
more appropriate for their prevention than those of the doctor, 
because of the physical and cultural proximity of these workers 
to the people, as well as the low cost of such an approach. 


Category D : This category comprises of diseases like severe 
gastroenteritis and dysentery, acute respiratory tract infection, 
tuberculosis, tetanus, leprosy, malaria, poliomyelitis, measles, 
pneumonitis, rheumatic heart disease and sexually transmitted 
diseases. They are the major killers and maimers in the tropics 
today despite the fact that we have effective knowledge as well 
as means for their prevention, treatment and control. The 
knowledge and technology for this is remarkably simple, cheap 
and effective, as well as safe. Yet the medical profession has 
revealed its inability to control these diseases despite 
monopolizing health care services. Experiments such as at 
Mandwa, Banaswari and Jamkhed have revealed that even these 
diseases can be most effectively tackled by the people themselves 
in conjunction with their paramedical workers. The problem 
therefore lies not in the inadequacy of medical science and 
technology or their availability, but in the inability to reach these 
to the people through the over-professionalized and over- 
bureaucratized health system in both the public as well as the 
private sectors. Four decades of experience under the prevailing 
conditions dictates that this can only be attained through the 
community’s own efforts closely supported by community based 
paramedical workers, who in turn, must be taught and supported 
by the medical profession and the health services. Withholdiing 
this simple and readily available knowledge and technology 
merely because of the dangerous consequences of these diseases 
(especially if not diagnosed and treated in the early stages) and 
a few untoward reactions to.drugs, has proved counter-productive. 


Many of these diseases can be prevented by attending to 
nutrition, environment, water and sanitation, besides Abe. : 
immunization of the high risk groups within the community, Event cAL THES 


diseases like tuberculosis and leprosy can be readily: com oe 


by trained community health workers and paramedics'gnd refetre aa - 
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to the doctor for confirmation of diagnosis. The prescribed 
treatment regimen can then be given and supervised by the local 
workers, and the patient referred back for occasional check-up 
or if any of the well-known complications of the disease or 
untoward effects of treatment should arise. Others, especially in 
situations where medical help is unavailable, can be treated by 
trained community workers with short courses of drugs like 
chloroquine, enteroquinone, sulphonamides, metronidazole, 
aminophylline or oral penicillin and can be referred only if the 
seriousness of the condition so warrants. The role of the medical 
profession must be of a guiding, encouraging and supportive 
and not of an appropriative nature. Professionals, however highly 
trained, have clearly demonstrated their inability to achieve the 
desired result using the latter approach at vastly greater expense. 
It is often difficult for the professional to understand this, in 
view of the impersonalized, curative nature of present day medical 
education and practice. 


Category E : Comprises of those high profile but relatively 
few conditions which need skills and facilities that can only be 
provided by the medical profession and the hospital. These 
include major medical and surgical problems and emergencies 
which are beyond the scope of the paramedical worker, who can 
nevertheless be taught to provide adequate first aid before referral, 
as well as follow-up and after care. Early diagnoses by such 
workers, as for cancer, tuberculosis and leprosy, can greatly 
reduce the load and expense for the treatment of advanced disease 
So often seen in our hospitals, besides being far more humane 
as far as the patient is concerned. 


It is realized that in a few cases in each category the severity 
of the disease may increase and upgrade it to the next higher 
category or categories. A holding period of 48 or 72 hours is 
generally indicated, following which persistence or exaggeration 
of symptoms indicates referral to the next level of care. The 
paramedical workers can be taught the signs and symptoms of 
a few diseases/problems like meningitis and abdominal pain or 
injury where immediate referral is necessary when in doubt. 
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The Rationale for this Classification 


Such a classification may seem to smack of over- 
simplification and even dangerous practice to those who work 
in countries where quality medical services are readily available 
to all. Yeta similar attitude by the medical profession in countries 
where even elementary medical services are inaccessible to most 
has been extremely counter-productive because it denies available 
medical knowledge and technology to the majority of the people. 
This approach also leaves relatively few problems requiring 
greater knowledge, skills and facilities for the medical profession. 
They can then devote much more of their time as well as the 
limited expensive resources for secondary and tertiary care for 
which they are specifically trained. The risk of not utilizing the 
available knowledge and technology far outweighs the danger 
of withholding it, certainly under the prevailing circumstances, 
and even when the socio-economic conditions improve. 


The present approach has only succeeded in mystifying health 
and medical care and placing it within reach only of the affluent 
minority who can afford to pay for services or, through influence, 
monopolize whatever effective services are provided by the public 
sector. The medical professionals, who increasingly perceive 
medicine as a lucrative business, have also mesmerized 
themselves into believing that “West is Best”. They have 
alienated themselves from the masses as well as from their socio- 
economic problems and culture. The result is that they firmly 
believe that there is no alternative to the present system, despite 
it proving to be increasingly counter-productive. The pharmaceu- 
tical and medical instrumentation industry, whose sole motive 
is profit, has spared no effort in reinforcing the belief among 
the professionals and the public that modern health care must 
follow the latest Western pattern, however expensive and 
inappropriate it may prove even in the countries of their origin. 


An Alternative Approach 


The alternative model, as propo:ed in the ICSSR/ICMR report 
“Health for All - An Alternative Strategy”, envisaged that the 
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vast majority of all preventive, promotive and curative health 
care would be undertaken by and within the Gram Panchayat 
and Panchayat Samiti, at one lakh level. It was based on the 
principle that health lends itself both technically and culturally 
to be operated most cost-effectively in a decentralized system 
as conceived for the Panchayati Raj. This is possible provided 
the health and illness approaches are graded and operated 
according to the skills and facilities, as indicated by the categories 
described above. 


Such an approach would involve the people in their own health 
care and help release them from the clutches of the health 
industry. It would also establish the rapport and confidence 
between the people and their most important first level contact, 
the paramedical workers, without whom no programme can 
succeed. This will require the provision of more knowledge and 
availability of essential drugs with the community health and 
paramedical workers. This approach will have to be modified 
to suit the prevailing epidemiological and social realities which 
vary from urban to rural areas, from region to region, and often 
from village to village, in a vast and varied country like India. 


B. Levels of Health Care in the CHC System 


The CHC System will utilize existing staff to the extent 
possible and retrain them specifically for their entirely new 
functions as compared to that of the existing Community Health 
Workers (CHWs), Auxiliary Nurse Midwife (ANM), doctors and 
nurses. It may be necessary to give new designations in the local 
language, to these almost entirely different functionaries to 
distinguish them from their older counterparts. 


The First Level : The Village Unit 


The village unit will comprise of a female multi-purpose 
worker for every 2,500 population, living in a central village, 
with five “new” CHWs and five “new” dais, one for 500 
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population. They will function as a single unit under the Gram 
Panchayat/s and its bodies like Women’s and Youth 
Organizations. As mentioned earlier, the population criterion is 
not rigid and should be modified to suit local accessibility, just 
as the number of workers may be modified to suit local needs. 
Here, only the minimum requirements are specified. 


All workers at this level must be females. Eight such “Village 
Units” will be supported by a PHC consisting of doctors, nurses, 
paramedics, out-patients units and about 10 beds. The aim will 
be to see that the Village Units and PHC work as a single co- 
ordinated unit responsive and accountable to the community; not 
to the hierarchical health structure. 


The present PHC has one subcentre at 5000 population level 
staffed by one male and one female multi-purpose worker 
(MPW). There also exists one part-time CHW paid an honorarium 
of Rs. 50 per every 1000 population. They are supported by 
Dais (Trained Birth Assistants). 


Since the major work-load for all health functions 
is to be conducted at this level in the proposed System, and 
as almost 90% of all functions involve women and children, 
a Substantial increase in the female staff at this level 
is essential. The annual per capita expenditure will be about Rs. 
30/- at this level. 
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Table 5 
Village Health Unit 


(2,500 Population) 


No. of Designation Monthly Annual 
Workers Salary Expenditure 
Rs. Rs. 
1 Multi-Purpose Worker 2,000 24,000 
Female (ANM) (Existing Govt. 
Salary) 
5 Community Health 300 18,000 
Workers (Female) (on par with 


Anganwadi worker) 


5 Dais (Female) 50 3,750 
(per delivery) (estimated) 

aN bd eS ES Ee 3 ERR ER EASE RBS obs ho A AE Bho’ 
Total Salary 45,750 
*Other recurring expenditure 30,000 
(Supplies, medicine, transport, etc.) 

Total Expenditure Rs. 75,750 
Per. Capita Rs. 30/- 


* Ratio of salaries to other expenditure is 60:40. 


No male workers will be employed as almost all functions 
can be best conducted by female staff working as a Single unit. 
The majority of the male MPW’s functions can also be carried 
out by the ANMs and CHWs with the help of the community, 
eg. watcr, sanitation, insecticide spraying. These are community 
functions. Experience also reveals the poor functioning of male 
workers as compared to ANMs an female CHWs.-This will 
also help to intensify coverage by the ANM to the Gram 
Panchayat 2,500 level without increased cost. | 
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Female Multi-purpose Worker (the new ANM) 


The present ANM at the 5000 population (subcentre) level, 
despite all her problems, lack of training, motivation and 
transferability, is still the most useful member of the PHC team. 
As a female she can develop rapport with the women and children, 
can understand or sympathize with them, even though the FP 
target pressures alienate her from the community. She is 
unfortunately trained in a distant hospital type setting which has 
little to do with her actual field duties. Her main role in the 
existing PHC set-up is to ensure the fulfilment of the quota given 
for achieving FP targets, often in conflict with the other workers. 
This obsession with FP targets has ruined what can be a most 
useful resource not only for health but also for Family Planning. 
The present approach has alienated her from the younger females 
who would come for non-terminal methods and Medical 
Termination of Pregnancy (MTP) it provided discreetly and with 
sensitivity. | 


This new functionary will be almost entirely different from 
the traditional ANM by training, motivation and the functions 
assigned to her. She will be primarily a community asset like 
the CHW and will stay and work with the 5 CHWs and dats 
in the 2500 population covered by her, as the leader of the village 
health team. She will be primarily accountable to the community 
who will pay for her services. She will be a resident of the 
community and not liable to transfer. This will not only increase 
her credibility and effectiveness but prevent the harassment the 
present ANM has to suffer at the hands of the PHC as well 
as the community and its leaders as a young female from outside 
the village community. 


She will be recruited from the local community if she has 
passed the SSC level and has the motivation and desire for the 
work and to serve her community. Preference will be given to 
a CHW if she fulfils these requirements. If such a person is 
not available trained ANMs. can be recruited and subjected to 
rigorous retraining for their new duties. A new recruit will need 
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24 months training while the ANM will require about 6 months 
of reorientation. 


The training will be provided at the PHC level and be highly 
specific for the multiple health requirements at this level, but 
not for hospital type duties. She will be trained in the local 
languages, as a teacher and supporter of her team of CHWs and 
dais, and will provide the first level reference service for them. 
Whenever possible she will encourage the CHWs and dais to 
undertake responsibility and work and not try to appropriate their 
functions. Emphasis in her training will be to look after Maternal 
and Child Health (MCH) activities, including delivery of 
uncomplicated primipara, and to be able to screen problems prior 
to referral transfer to the PHC. Also to provide emergency care 
during the period of transfer to the referral unit. The training 
will include preventive medicine, health education, basic 
epidemiology, treatment and contro] for all national disease 
programmes, and to provide adequate contraceptive technology 
to those who seek it. Also to provide the health inputs into 
anganwadis and schools in her area. Since Maternity and Child 
Health will be her priority and special interest, all deliveries will 
be conducted by her at the subcentre refering only the high risk 
cases to the PHC. This will help to institutionalize deliveries, 
so important for reduction of maternal mortality and morbidity. 


She will in turn receive support and in-service training from 
the PHC staff who will visit her on a regular basis and in turn 
obtain a report of the health status of the community. Her monthly 
visit to the PHC will be an occasion for education, 
communication with the PHC staff and other ANMs of the area 
and exchange of information; not for reporting on FP targets 
or collection of salary and supplies as at present. She will be 
the key paramedical worker in the whole health system. 


The job specifications of this ANM will hence be as follows: 


a) Train and support the 5 CHWs and dais to work as a team 
for preventive, promotive and curative activities. 
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b) To undertake all national programmes to the extent 
possible at the village level. 


C) Monitor all health activities in the 2,500 population 
assigned to her. 


d) Organize and operate the subcentre as a first level referral 
centre including a bed for deliveries and emergencies. 


€) Compile records of the CHWs, analyze for local use and 
forward to the PHC. 


f) School health education and health component of 
anganwadis. 


g) Liaise with PHC, provide monthly reports and refer 
cases needing such care. 


h) Health education and information for the community, its 
leaders and various groups and submit monthly report of 
activities. 


i) Daily visit to one CHW — tasks include immunization, 
help maintaining records of high risk cases, etc. 


)) Arrange for purchases/availability of drugs and supplies 
for the subcentre and their distribution to the CHWs and 
accounting for proper use. 


Community Health Worker (CHW) 


Since a substantive, if not majority, of the health functions 
of the village Will be carried out by the people themselves with 
their own CHWs, it is proposed to have one CHW lor every 
500 population if adequate health coverage is to be achieved. 
Since this will occupy the majority of their time and they will 
also be available on call any time of the day and night, an adequate 
emolument equivalent at least to the Anganwadi worker will be 
required. This will also provide over a_ million useful 
employment opportunities to women within the community itself- 
an important consideration. Being a local resident she will have 
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intimate knowledge of each member of the 100 households she 
serves. Hers will be as much a social as a technical function. 


Numerous experiments in training and utilizing of village 
women as CHWs have revealed that a remarkably large number 
of health and illness functions are technically feasible for being 
undertaken by such workers provided they are appropriately 
trained and also supported by the community and the health ~ 
services and made accountable to the community. Also that even 
semi-literate women have a capacity to absorb the knowledge 
and utilize the technology if made available to them in a simple 
manner and in a language that they can understand. 


The CHW will be selected by her community with motivation 
being the most important criterion. Not merely the elected leaders 
but all local groups, especially the Mahila Mandals, will be 
involved in this selection. 


The community will be informed of all her duties. She will 
have to provide a detailed written as well as verbal report every 
month to the community at large (not merely the sarpanch) 
especially to the Mahila Mandal and Gram Sabha. Only after 
their approval will the salary be disbursed to her by the Gram 
Panchayat. She will work in collaboration with the other CHWs 
of her village, the dai as also the ANM. The latter will both 
teach and support her. The CHW will also provide health inputs 
into the Anganwadi and school in collaboration with her 
supporting ANM. 


Her accountability will be to the community and not to the 
PHC, though the latter will provide her with necessary 
information, training and referral support via the ANM. The 5 
CHWs, dais and the ANM at the 2500 level will work as a 
single co-ordinated team for all health functions at this level, 
including training, information exchange about local health 
problems and support in emergencies. Her training and support 
will be mainly by her ANM, and chicfly as continuous in-service 
education; not a one shot affair at a distant centre, as at present. 
Training manuals, list of duties, drugs, epidemiological approach, 
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disease care, referral, emergency measures, etc., will be part of 
such training. The guidance and support of the ANM will be 
accessible at all times but weekly or possibly more frequent visits 
of the ANM to her and her community will be assured. Record 
keeping will be simplified and used locally for self-monitoring 
and use, eg. ANC, PNC, high risk cases, immunization. A system 
of simple but meaningful recording will have to be evolved. 
Above all there will be no transfers or targets. The services of 
a non-performing CHW may be terminated by the community 
by common consent. 


a) 


b) 


g) 


h) 


Her duties will be : 


Keeping simple but necessary records of each household and 
especially high risk cases. 


Formal and informal health education and information to the 
community, to individuals and groups. 
Ensure proper sanitation, water supply and management of 


general environment. 


Ensure implementation of all national health programmes 
utilizing the support of her ANM and through her, of the 
PHC. 


Undertake curative services to the extent possible and maintain 
stocks of drugs and supplies. 


Early detection of diseases like leprosy, TB, malaria, 
gastroenteritis, etc., have the diagnosis confirmed and ensure 
compliance to the prescribed treatment. 


To warn the community of epidemics and help in mobilizing 
them for their control. 


Ensure rapport with eligible couples and offer contraceptive 
advice and services. 


Work with the ANM and the other members of the village 
unit as part of an integrated team. 
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j) Report to the ANM, the Gram Panchayat and the various 
groups in her area. 


The CHWs will be trained by the ANM of their village unit. 


Trained Birth Assistant (Dai) 


The job requirements of the Dai would be : 
a) to support the CHW in MCH activities. 
b) Act as a health educator. 


c) Assist the CHW as and when required. 


She will be a traditional birth attendant of the community 
and will work with the village team of CHW and ANM. While 
actual deliveries will be conducted by the ANM, the dai will 
help in early reporting of pregnancy, help in ANC and PNC, 
using her close rapport with the community. She will be paid 
Rs. 50/- per delivery for fulfilling these tasks. 


The Second Level : The Primary Health Centre 


The Primary Health Centre should serve as the first back- 
up for the village unit. There will be one Primary Health Centre 
for 20,000 population. The reason for keeping to the 20,000 rather 
than the 30,000 population as for the existing PHCs, is because 
there is considerable evidence that utilization of services depends 
on the proximity to the first level referral care, viz. PHC. The 
Bhore Committee in 1946 had also recommended, 20,000 
population coverage for each PHC. If in this new System 90% 
or more of all the health activities have to be conducted within 
the PHC level, there is no reason why more intensive inputs 
should not be available at this level. This will also increase the 
intensity of care per population. 
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Table 6 
Primary Health Centre (20,000 Population) 
(Proposed Expenditure) 


(in Rs.) 
No. of Head of Monthly Annual 
Workers Expenditure Salary Expenditure 
se Ra 
2 Doctors 5,000 1,20,000 
2 Nurses 2,500 60,000 
2 Health Assistants 2,000 48,000 
(Senior MPWs) 
] Lab cum X-ray 1,500 18,000 
Technician 
1 Store Keeper cum 1,500 18,000 
Statistical Clerk 
4 Helpers 1,000 48,000 
Driver 1,000 12,000 
Total Salaries ; 27,000 3,24,000 
* Other Recurring Expenditure 18,000 2,16,000 
(Supplies, Medicine, 
Transport, etc.) 
Total Expenditure 45,000 5,40,000 
Per Capita Rs.2.25 -Rs.27.00 


*Ratio of salaries to other recurring expenditure = 60:40. 
Ten beds will be available for in-patient care. 


At about Rs.27/- per capita annually, the major services 
provided by the PHC will be: 

1) | Out-patient care chiefly of a first referral nature. To avoid 
overload: with minor problems of the locality, the local 
village health unit ie. CHW + ANM, will be placed 
adjacent to the PHC to attend to such problems. 


2) In-patient services - medical, minor surgery, sterilization 
operations. 
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3) Delivery of moderate risk cases needing episiotomy or use 
of low forceps. 

4) Epidemiological monitoring and prevention and control of 
epidemics. 

5) First aid and referral for services requiring hospital 
facilities. 

The PHC will have the normal complement of two MBBS 
doctors, one preferably female. There may be one additional 
doctor trained in the indigenous systems of medicine who will 
promote these systems and offer them to the patients and the 
community. The choice of treatment will eventually be left to 
patients and appropriate herbal and homeopathic remedies should 
also be promoted. This integrated approach to all systems will 
be an important part of this new approach. It may also be worth 
considering whether an entirely new functionary could be trained 
for this level, such as a B.Sc. in Rural Health, who will be 
specifically trained to take charge of the PHC. Considering the 
reluctance af doctors to work in rural PHCs their inappropriate 
training and entirely different requirements for the PHC, this 
alternative should be given serious consideration to provide 
adequately trained and motivated leadership to the PHC staff 
and the entire team. 


Medical Officers at the PHC 
The duties of the Medical Officers will be: 
1) To oversee the smooth functioning of the PHC in all its 
aspects, aS Stated in the PHC manual. 


2) To co-ordinate the activities of all health workers in the 
area. 


3) To maintain close liaison with the community at all. levels 
and help them to understand and participate in this new 
approach. 

4) To train and support all the staff at the PHC, the MPWs 


and the NMs and through them the ANMs, CHWs and 
dais. 
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6) 


8) 


9) 


10) 


11) 


12) 


To monitor the health of the community by collating all 
data and taking suitable corrective measures especially in 
the case of epidemics. 


To ensure proper implementation of all the National 
Programmes including Family Planning through regular 
functioning of the paramedical staff; not through targets 
or camps which disturb routine activity. 


_ To provide supportive referral services for all cases needing 


care which can be made available at the PHC level, 
inclusive of medical and surgical emergencies, sterilization 
operations, etc. and to keep a record for eventual! analysis. 


To provide first aid to major emergencies and ensure safe 
transfer to the CHC (Rural Hospital). 


To ensure close contact with the CHC, which is the next 
level of the CHC System, for preventive, promotive as 
well as curative service and provide them with necessary 
Statistical or other information as required. 


To organize and supervise the pathology services, drugs 
and other supplies and transport service at the PHC. 


To regularly visit the peripheral workers to help solve their 
difficulties, teach them in the field, and provide necessary 
support and help. Gross deficiencies in staff and supplies 
etc., which affect the community’s health must be reported 
and discussed with the community and help them to take 
the necessary corrective and/or disciplinary action. 


To maintain liaison with the community at large and its 
various official and non-official bodies. 


Trained Nurse (NM) 


The PHC will have three fully trained nurses who will provide 


nursing support, supervision of ANMs, care of indoor and outdoor 
patients and supervise and help in the operation theatre, deliveries 
requiring forceps, episiotomy, I.V. drip, etc. 
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A major function will be to devise a training programme and 
provide support to the 8 ANMs who will form the backbone 
of this decentralized Community Health Care System. 


Third Level of Health Care : The Community Health 
Centre 


The CHC of the ICSSR/ICMR report was designed as the 
co-ordinating centre for all health activities of the population 
to which it has to provide the necessary support. The emphasis 
was on the preventive and promotive services based on the social, 
cultural and epidemiological reality of the area. Hence the 
Principal Medical Officer (PMO) in charge should preferably be 
an individual with post-graduate training in Preventive and Social 
Medicine(PSM). Even if a Medical Officer from another 
discipline occupies this crucial post he would have to undergo 
additional training in PSM for at least six months with special 
orientation in the social, cultural and political factors which play 
a dominant role in the proper functioning of the health services 
of the area. While the curative specialist services, because of 
their very nature, would require the largest infrastructural 
facilities, human-power and financial requirements of the CHC, 
the PSM aspect would nevertheless play the dominant role in 
health as opposed to the important though secondary role of the 
higher profile curative services. Unfortunately the CHCs (called 
Rural Hospitals or upgraded PHCs in some States) designed on 
the basis of the recommendations of the ICSSR/ICMR report 
have been converted into purely curative hospitals isolated from 
the public health services and under the Civil Surgeon of the 
District who also serves in a purely curative role. Picked out 
of context from the holistic approach of this report these 
Community Health Centres (Rural Hospitals) have not only failed 
to appreciate the community health concept but despite 
substantial inputs have failed even to provide adequate curative 
services due to the isolation from the community. They have 
also failed to attract the necessary specialist staff of doctors and 
nurses. Like the Community Health Workers' concept it has been 


366 


Os 


implemented out of context and hence caused another major 
setback to an otherwise sound concept for rural health care. 


The location of the CHC, like the PHC, cannot be left to 
the whims of the local politician for garnering votes. This is 
important not only for providing easy access to those it serves 
but also for the availability of basic facilities like regular 
electricity, water supply, drainage and communication, which are 
not only essential for the functioning of the PHC but also to 
attract the city trained medical and nursing professionals who 
desire for such facilities not only for themselves but also for 
their families. With increasing urbanization even the small taluka 
townships now provide such facilities. One of the major 
difficulties of city bred personnel (doctors and nurses) working 
in rural areas is the intellectual isolation and absence of suitable 
schools for their children. Even China could not wish this away. 
The provision of these facilities to the extent possible must be 
given high priority. 


The Public Health Component 


This is the key function of the CHC for co-ordinating all 
health activities from the village and PHC to the CHC. The PSM 
trained Principal Medical Officer in charge has hence to be the 
senior-most medical officer in charge of the CHC and should 
be responsible for smooth functioning of both the Public Health 
as well as the curative services. He has to have his own staff 
for monitoring the preventive and promotive health of the entire 
community and keeping the Panchayat Samiti and Gram 
Panchayats informed and involved not only of routine activities 
and National Programmes but also to take necessary action to 
prevent the outbreak or control of epidemics. This is an 
epidemiological and sociological function requiring constant 
outdoor activity in the community and contact with the PHC 
and village staff and the community at all levels. Diffusion of 
relevant health education and information to the grassroots, 
continuous training of all health personnel, ensuring adequate 
availability of drugs and supplies, communication and transport, 
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especially for emergencies, solving inter-personal problems 
between the health staff and also between them and the 
community. These are some of the important functions of this 
key component of the system. Also maintenance of vital statistics 
and overseeing of all national programmes not only at every level 
but also for communicating and co-ordinating at the district level. 
The difficulty lies not at the technical level for which the 
incumbent is trained, but at the social level for which s/he is 
neither culturally attuned nor provided adequate training or 
guidance. As a consequence the easiest path is to align with the 
local leadership which hardly represents the community at large 
and, more often than not, places its own interest above that of 
the rest. Hence the PMO has to reach out and understand the 
problems of the silent majority, a far more difficult and arduous 
task. In this his/her contact with the Village Health Unit is crucial. 
No office bound PMO will ever be able to meet such_ 
commitments. The role is to provide support, monitor all 
activities and ensure smooth functioning, not supervising or 
policing in the normal bureaucratic manner. The absence of 
transfers and targets should greatly help in this. Adequate 
transport and fuel must be available to provide mobility to this 
PSM team, eg. a jeep and motorcycles. 


The Curative Component 


This is an important part of the Community Health Care 
System which cannot gain the community’s confidence unless 
their felt need for curative services, especially in emergencies, 
is met for most of their problems. An efficient Rural Hospital 
as part of the CHC System is therefore essential. 


Its functions consist of : 


a) Providing back-up for all curative problems that are beyond 
the skills and facilities at the PHC. 


b) Providing a high level of specialized medical and surgical 
care for most referral problems of the community and within 
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its easy reach, leaving very few problems requiring greater 
skills and facilities for the District or Tertiary level hospitals. 


c) Maintaining close liaison with the PHC by regular visits of 
specialists to provide consultancy advice to the MO at the 
PHC, select cases requiring admission to the Rural Hospital 
and provide follow-up of such patients as near their home 
as possible. This should also provide continuous in-service 
education and intellectual stimulation to the isolated staff of 
the PHC. 


d) To provide a high level of emergency care to the community 
at any time of the day or night. 


In order to fulfil these functions the Rural Hospital is designed 
as a well-staffed and adequately equipped 60 bedded hospital 
capable of being extended to serve 100 to 150 patients with an 
attached dharmashala for those who do not require acute hospital 
beds but only need medical supervision. The five broad-based 
specialists consisting of physician, surgeon, gynaecologist, 
paediatrician and anaesthetist have to be provided an adequate 
supportive staff of fully-trained doctors, nurses, paramedicals, 
technicians for pathology and X-ray as also ANMs and a large 
number of staff recruited from the local community. Staff quarters 
must be provided to those who do not come from the local 
community. The basic investigative services such as X-ray and 
pathology, must be available to meet all but super-speciality 
requirements as also a good transport service for routine as well 
as emergency use. The staff must be trained in maintenance and 
routine service and repairs of all equipment, with spares for 
essential components. The operation theatre should have 
equipment for all basic surgical and gynaecological operations 
as well as additional equipment for common aspects of super- 
speciality treatment like trephine for head injuries and a knife 
for skin grafting which can be best undertaken at this level with 
some additional training and facilities. Almost 50% to 80% of 
most super-speciality work can be best undertaken at this level 
provided the broad-based specialists are adequately trained and 
provided the supportive services. 
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Table 7 . 
Community Health Centre (1,00,000 Population) 
(Proposed Expenditure) 


(in Rs.) 
No. of Head of Monthly Annual 
Workers Expenditure Salary Expenditure 
Principal M.O. 6,500 78,000 
"§ Specialists 6,000 3,54,000 
General 
Practitioners 5,000 2,40,000 
4 Nurses 2,500 1,20,000 
8 ANMs 2,000 1,92,000 
1 X-ray Technician 2,000 24,000 
1 Path. Technician 2,000 24,000 
1 Store Keeper 1,500 18,000 
1 Statistician 2,000 24,000 
2 Drivers 1,500 36,000 
12 ~ Helpers (including 
Administrative Staff) 1,000 1,44,000 
4 Health Assistants 2,500 1,20,000 
Total Salaries 1,14,500 13,74,000 
** Other Recurring 
Expenditure 
(Supplies Medicines, 
Transport, etc) 76,333 9,15,996 
Total Expenditure 1,90,833 22,89,996 
Per Capita Rs. 22.89 


+ alienate iit) pe 

* Surgeon, physician, gynaecologist, paediatrician and 
anaesthetist. - 

** Ratio of salaries to other recurring expenditure = 60:40. 


With the staff to recurring exp :nditure ratio at 60:40 the 
average expenditure of the rural hospital would be approximately 
Rs. 23 lakhs per annum or Rs. 23/- per capita. 
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Such a Community Health Care System should be able to 
monitor and support almost 95% to 98% of all preventive, 
promotive and curative services for the community it serves. In 
order that the CHC does not get swamped with routine PHC 
type of work-load of the local population, one of the PHCs will 
be sited within the CHC campus to screen the local population 
and only entertain cases referred by the PHCs. 


A small institution of this nature with its intimate relationship 
with the community would provide job satisfaction which cannot 
be achieved in the frustratingly large, impersonal and 
bureaucratized urban hospitals. The local community in charge 
of this Health System with its political influence, can help in 
overcoming financial and logistic problems, as this will be in 
their own interest. Since there cannot be duplication of the staff 
in such a small unit and because of absence of super-specialization 
there will be sharing of duties and responsibilities to cover all 
eventualities. 


Liaison will be maintained with the nearest District and City 
Hospital for referral problems as well as for continuous updating 
of technology. 


In order to maintain the academic and social morale of the 
staff and their dependents, adequate facilities must be provided 
for transport of children to schools, recreation, good library 
facilities, etc. In remote areas where the CHC cannot be located 
in a taluka town, additional facilities will have to be provided 
to this nucleus of about 15 families to overcome the physical 
and mental isolation. Unless this human aspect of the personnel 
is considered no amount of expenditure on building and 
equipment can serve the purpose. The community will not only 
ensure accountability but also provide support. 


The quality of leadership of the CHC System will be the 
most crucial factor, which will include not only technical but 
also managerial and cultural skills. 


Technical requirements : 


1. Knowledge of communicable disease. 
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10. 
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Knowledge of diseases of women and children. 
Knowledge of epidemiology. 


Knowledge of dealing with emergencies — medical and 
surgical — first aid, transport, definitive care. 


Knowledge of dealing with epidemics. 

Knowledge of preventive and social medicine. 
Knowledge of health education and communication. 
Ability for self-education. 


Knowledge of what to refer for tertiary care and broad 
knowledge of functioning of the entire CHC system. 


icv owledge of statistics and its use. 


Organization and use as well as limitations of local 
available pathology and diagnostic facilities e.g. sputum, 
microscopy, X-ray, etc. 


Managerial requirements 


Training in basic managerial skills, manpower building and 


equipment, transport, stores, supplies, accountancy, rules, 
regulations, discipline, etc., and legal aspects. 


Cultural requirements 


1. 
bn 


Adjusting to the local culture. 


Empathy for the under-privileged who most require such 
services. 


Training in aspects of social sciences : 

a) social and individual behaviour 

b) Dynamics of village life and its pelitics 
c) Causes of socio-economic disparity 

d) Caste, class and creed 


Awareness of difference between education, literacy and 
intelligence. 
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oe Understanding of village, taluka and district administration 
and politics and how to deal with these. 


6. Understanding the culture of other workers eg. MPW, 
ANM, CHW, dai. 


C. Logistic Requirements for the CHC System 


Laboratory and X-ray Services 


A diploma trained pathology technician to undertake 
pathology investigations. Study of the pathology load, quantity, 
quality and type of investigations and the cost needs to be 
undertaken within this system..The doctors can also be taught 
to operate the X-ray machine at the PHC and CHC level. 


Drugs 


A detailed study of the type and quantity of drug requirements, 
mode of purchase, distribution and utilization, cost and 
maintaining records and accounts at each level will be an 
important aspect of this approach. Direct purchase from the 
market will be taught to the community (under medical 
prescription) as also how to obtain drugs from the government 
for national programmes like immunization, tuberculosis and 
leprosy. 

The feasibility or otherwise of cost recovery through drugs 


and pathology tests may be studied, provided this does not 
eliminate health care for those who cannot pay for services. 


The use of drugs should be strictly rational and under generic 
names as far as possible. An important outcome of research will 
be a better understanding of the drug requirements and cost at 
each level of the PHC and village units. 


Records 


Detailed records have to be maintained not only for use of 
the CHC system but for use by the System as well as by the 
community. Family records will be maintained by the CHW. 


373 


Recording should be simplified and designed chiefly for local 
usage at each level as also for onward transmission. 


Transport 


Bicycles and motorcycles will be used wherever possible and 
jeep-ambulance will be available for transport of staff and 
patients. Adequate transport for good health care in rural areas 
is essential. Telecommunication would help in the case of 
emergencies and maintaining contact with all village staff as well 
as continuous information and education. 


It is envisaged that the three levels of health care of the CHC 
system should be able to take care of almost all the health needs 
at one lakh population level, leaving only a few cases needing 
specialized care for the District Hospital and Tertiary Care 
Hospitals. 


D. Operation of Major Health Programmes in the CHC 
System 


The following illustrate the modus operandi for some of the 
major health programmes of the country in this system. 


Vertical Programmes 


Every discipline dealing with one disease or one problem feels 
that the highest priority be given to it, eg. family planning, 
malaria, blindness, leprosy, etc. This has led to an increasing 
number of vertical programmes with competing interests, which 
are often at cross purposes with each other and often in conflict. 
Some programmes like leprosy and malaria have their own line 
of authority and though the staff may be posted under the PHC 
they are accountable to their own service superiors. The salary 
scales are also variable. This has .resulted in multiple 
responsibilities and multiple control of personnel leading to lack 
of co-ordination and accountability as well as indiscipline even 
within the PHC staff, leave aside to the community. Those 
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disciplines with greater resources like Family Planning, 
Immunization, Malaria and Leprosy get priority over other equal 
or even more important programmes like Tuberculosis. The 
programmes for rehabilitation receive very low priority. This 
has also led to a fragmented approach with the emphasis shifting 
with priorties dictated from above. The prevalence of diseases 
in a vast country vary from region to region, taluka to taluka 
and often from village to village. While vertical programmes 
may be convenient from the bureaucratic and administrative angle 
they cannot relate to the local reality, prevent realistic assessment 
of the local problems and involvement of the community in 
planning and implementation. The community cannot see its 
problems in such a fragmented manner. Community involvement 
can only be achieved if health activities start with their perceived 
priorities — eg. curative medicine and maternity services — and 
then proceed to preventive and promotive aspects. Once rapport 
and confidence are established between the people and their health 
personnel and they see the advantage of the latter the task 
becomes easier. 


The aim of this model is to have an integrated approach to 
all programmes which would not only be cost effective but would 
achieve better results in each programme because of the crucial 
input of community involvement. Workers will be trained in the 
basic aspects in all programmes and as to how the community 
can be involved, because it affects their welfare and not that 
of a distant authority. The real felt need of the community for 
curative and emergency services and childbirth facilities will 
receive its due emphasis which will help in gaining credibility 
and community support even for the other programmes. 


The Mandwa project illustrated the advantages of this 
horizontal strategy especially at the village level, besides being . 
far more cost-effective. The village cannot differentiate between 
separate health programmes and activities nor can it differentiate 
between health and all other activities such as school education 
and anganwadis in its own village, leave aside its various 
economic activities, since they are all part of the normal village 
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functioning. Integrated approach to the various social and 
economic programmes is part and parcel of the village functioning 
which cannot see any of these in isolation. Integration is therefore 
inherent in most village activities though it poses major if not 
insuperable problems in vertical programmes. This, despite 
constant appeal for intra- and inter-sectoral co-operation and co- 
ordination which seldom succeeds. This is a major advantage 
and strength of decentralized people-based village programmes 
and activities. We will now examine how some major National 
Health Programmes can be operationalised in this CHC System. 


Family Planning (FP) 


The present ‘target’ approach for FP utilizing the PHC 
infrastructure is now realized as unsuccessful by everyone, 
including the Government, as it has failed to achieve the desired 
result. The growth rate has remained at about 2% for the past 
three decades. In the process it has adversely affected the health 
services and alienated the people from the PHC and all its other 
programmes and functioning. The role of health in Family 
Planning is chiefly in making available contraceptive technology 
in a.highly confidential and acceptable manner for people who 
see the need and desire it. It is increasingly realized that the 
crude propaganda and coercive sterilization ‘camp’ approach is 
counter-productive and that FP should be conducted as a routine 
village and PHC activity without disturbing other programmes 
and curative services. Far more important is to increase the 
acceptance of non-terminal methods by the younger age group. 
These groups and especially the female are anxious to utilize 
non-terminal methods including Medical Termination of 
Pregnancy (MTP) rather than undergo illegal abortion with all 
its dangers and expense. This can be achieved only if the ANM 
and CHW can reestablish the rapport with these individuals — 
through personal contact, avoid target pressures and deliver all 
other aspects of curative services required of them. The approach 
must be individual, personalized and highly confidential 
with follow-up services as and when required. TUDs cannot 
be accepted because of extensive prevalence of genital tract 
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infection and this may necd special attention. The male partner 
also needs to be contacted and FP must be a part of the entire 
MCH services and not in reverse. STDs, including AIDS, will 
also be part of this programme requiring confidentiality. There 
must be genuine concern for the welfare of the people rather 
than a mere Family Welfare designation for the population 
control strategy. Sex education in schools and non-formal 
channels is an important but neglected area and can 
be most effectively conducted by the Village Health team of 
ANM and CHWs. 


Malaria 


The resurgence of malaria despite massive inputs into this 
vertical programme indicates the need for a new strategy. 
Basically the malaria worker has to visit villages and individual 
households, ask for anyone with fever with rigours, take a blood 
smear and administer tablets of chloroquine. If the smear is 
positive definitive treatment has to be given with primaquine. 
If there are a number of cases in the viliage locality spraying 
of the households has to be undertaken. The rare case with 
complications, generally the result of neglected early detection 
and treatment, is referred to the PHC doctor. 


A major handicap of the vertically operated programme is 
the inability to visit each household regularly, contact the senior 
household person and ensure that the staff undertake their duties 
regularly. Leave vacancies and transfers also interfere with 
maintenance of continuity and regularity. It is evident that the 
technical skills for this programme are simple but what is required 
is regularity and constant availability. The CHW can fulfil 
both these functions and also warn the community of an 
impending epidemic. Since the CHW and villagers are the persons 
who suffer from malaria and its consequences, it is in their interest 
not only to detect but also spray the houscholds, using the same 
equipment they use for spraying insecticide in the fields. The 
CHW who knows every household personally can receive 
information on a daily basis, take a smear and_ have it examined 
at the PHC. 


i a 


The village has therefore an in-built interest as well as the 
necessary human power, drugs and equipment for control of this 
national disease at far lower cost. The only additional skill lies 
in the examination and early reporting of smears which can be 
performed at the PHC by the pathology technician who will now 
be responsible to the community, and support from the PHC 
for the occasional difficult or unusual problem. 


Tuberculosis and Leprosy 


The experience of domiciliary treatment of tuberculosis 
demonstrates that the CHWs have the ability to suspect early 
cases using the classical signs and symptoms especially when 
they occur in close proximity to the index case. After referring 
them to the doctor for sputum examination and confirmation of 
diagnosis they can ensure regularity of the prescribed treatment 
through their intimate relationship with the patient, family and 
community. The few complications of the disease or its treatment 
can be referred back to the PHC doctor. Measures for preventing 
spread can also be ensured by creating awareness in both patients 
and the community. This also applies to leprosy. 


Several NGO experiences have revealed that most of the major 
national programmes can be most effectively controlled at the 
village level by local workers given training, encouragement and 
adequate supportive service. This is far more effective and 
cheaper than vertical programmes “delivered” to the people by 
external agencies. 


Maternity Services 


Early detection of pregnancy can also be undertaken at the 
village level by the CHW and dai who can undertake routine 
ANC care with the help of the ANM. High risk pregnancies 
can be referred to the PHC for advice. In such a system all 
deliveries can be institutionalized and conducted by the ANM 
at her subcentre where a bed can be available for this purpose. 
The ANM must receive special attention to the problems of child 
birth in her training. Very high risk cases which may need high 
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forceps or Caesarian section will be referred by the PHC to the 


CHC. 


ANC and PNC service can also be undertaken by the same 


village team including immunization, care of the infant and 
Family Planning advice. The expected load will be about 15 
deliveries per year at the CHW level and 75 at the ANM level 
i.e. about one delivery every 5 days. 


Information, Education and Communication (IEC) 


This is the key to community involvement and will be 


undertaken in three ways : 


1. 


Health Education : This will consist of information about 
the problems of health and its maintenance. Also about 
diseases, their cause, transmission, prevention, control and 
treatment at each level and the role of the people and of 
each worker; the necessity for regularity in the treatment 
of chronic ailments, the dangers of unnecessary and 
dangerous medication, use of various systems of medicine 
and their strengths and weaknesses, demystification, first 
aid, cost of drugs, their mode of action, reactions and the 


“natural course of diseases. 


Health Information : 


a) It is essential to inform the public about the 
availability of both public and private medical and 
health services from the villages to the PHC, CHC, 
district and urban hospitals. 


b) Provide information about the role of the 
functionaries as to how the community can support 
them as well as demand their services. 


c) To warn about malpractice at al] levels, its avoidance 
and action against it, both in the public as well as 
the private sector. 


d) Information about the cost of proper health services 
and care. 
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e) Provide information about the people’s own role in 
their health and how they can undertake this with 
the support of their own workers. 


ki Communication ; Most projects have clearly demonstrated 
the dominant role of word of mouth in village 
communications, where a village health worker (CHW), 
convinced of a subject like the germ theory by looking 
down a microscope, can transmit the knowledge to the 
entire village in her constant non-formal interaction. This 
has proved far superior to inputs by highly trained 
communicators and other external media which can only 
act aS supportive aids. The most important aspect is toe 
redefine the functions of the CHW and provide her proper 
information to enable her to use her natural communicating 
skills to the best advantage. The ANM, in her training, 
must also be provided the skills for communication which 
is virtually non-existent in her present curriculum. 


The audience should comprise of the entire village community 
through individual, group, school and all existing formal and 
non-formal channels. The communication will have to be tailored 
differently for the gram panchayat leaders or mahila mandals, 
children and adolescents in schools and illiterate adults. 


Schools will receive special attention where the ANM will 
not only impart education on health but also encourage school 
health check-ups where students, teachers CH Ws and ANMs will 
do preliminary screening leaving only a few cases for the medical 
officer. 


Posters, audio-visuals, etc., will also be used as supplementary 


methods especially at weekly bazaars, fairs and other community 
functions. 


The key to the Community Health Care System is IEC, not 
as per the textbook but by much more informal techniques. It 
is essential to integrate into any IEC programme information 
on other aspects of community life and development programmes 
which are of equal or greater interest to the people. 
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The involvement of the Medical Staff in devising better 
education programmes and in the evaluation of the impact will 
add to the importance and credibility of the IEC and in the process 
sensitize them to the importance of education and information 
in achieving health goals. 


IEC cannot succeed unless there is close human rapport and 
mutual respect between the educator and the audience. In actual 
practise it is more in the nature of a discussion, often under 
a tree in the village or the verandah of a school or gram 
panchayat, where technical health information is exchanged and 
discussed with the practical wisdom of the villagers and their 
health workers. Only thus can the special problems of each village 
and ‘basti’ (locality) be understood and solutions evolved. 


Rehabilitation 


The ability of the community to accept both the mentally 
and physically disabled needs to be established. Though medical 
science may offer aids to rehabilitation, it generally entails taking 
the patient to special urban centres often for prolonged periods. 
These centres often do not appreciate the problems encountered 
by the rural disabled because of their predominantly urban 
orientation, eg. living at floor level, conditions of rural roads, 
lack of servicing and replacement facilities for aids and 
appliances. Many simple rehabilitation techniques have been 
devised for rural areas and can be taught to the family/individual 
via the CHW — eg. prevention of contracture by daily mobilization 
of joints. The prolonged separation of the disabled from the 
community due to distant rehabilitation centres also results in 
their rejection by those who otherwise accept them as part of 
the family and community. This is especially true in diseases 
like leprosy and mental illness. 


While each village has its small load of the mental and 
physically disabled, collecting them in mental hospitals or homes 
not only converts them into a major and expensive problem but 
lack of funding, and motivated sensitive staff often reduces them 
to conditions far worse than in their village setting. 
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Other Special Programmes 


Dental and oral hygiene, blindness, cancer, heart, 
hypertension, stroke (including rheumatic fever), sanitation, 
water management, respiratory tract infections, genital tract 
infections -STD, leucorrhoea, AIDS —can also be undertaken 
more effectively through such a system of decentralized 
health care. 


The ‘Camp’ approach is highly undesirable whether for 
sterilization operations or for other diseases like leprosy, 
blindness or general check-up. This high profile approach 
interferes with all routine low profile work and serves little more 
than a charity-oriented approach by service organizations. It 
disorganizes the health system and often is an apology for 
devising an adequate health care system. Restricted to curative 
services, often in the periphery of cities, it hooks the poor on 
to unnecessary, expensive drugs and injections like tonics, 
vitamins and antibiotics supplied by the pharmaceutical industry 
to the doctors ‘free’ of cost. This approach also creates a feeling 
of dependency on charity doled out to the poor without any impact 
on the overall health problems, many of which are of a non- 
medical and social nature. The poor do not need charity for health 
care which is their right. 


Training in the CHC System 


Although the designation and duration of training of the 
personnel may remain the same they will have to function in 
an entirely different manner in this system, both technically as 
well as socially. There will be no ‘special’ programmes like 
Family Planning with their associated ‘targets’. All aspects of 
-health will have to receive their due attention and they will no 
more be accountable to a hierarchical bureaucracy but to the 
community. They will also have to function as an integrated team 
with support rather than supervision as the mode. Supervision 
and support will be by the community, who will also have to 
be trained for these functions. 
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The main features of the training of all cadres will be : 
Social and community orientation. 
Team concept. 


Emphasis on health education and provision of information. 


ae oe Oe 


Demystification and involvement of the community in its 
health activities to the extent possible. 


5. Emphasis on epidemiological approach and preventive 
health. 


6. Highly practical training, as far as possible in the field, for 
solving local problems under prevailing conditions. 


Continuous rather than one-shot training. 


Maintenance and utilization of data for service as well as 
research. 


-9. Training for implementation of all National Programmes 
under such a decentralized community based approach. 


The fully trained nurses — Nurse Midwives.(NMs) — can play 
a crucial role in training of the ANMs who will be the key 
functionary of the Village Unit. The ‘functional classification 
of diseases’ will serve as a useful guide for devising and providing 
a new dimension to the training. 


The success of this new health care system will, to a 
considerable extent, depend on the retraining and reorientation 
of the present personnel like doctors, nurses and ANMs. This 
will be conducted initially locally at the PHC and subcentres. 
Later this will become an ongoing activity in the field and village. 
Joint sessions will be conducted with the community to develop 
necessary rapport and exchange of information and discussing 
problems. Continuous training, monitoring. and support by the 
next level of functionaries must be given the highest priority, 
eg. the ANM who will be trained and supported by the NM 
will in turn be taught to be the trainer, mentor and supporter 
of the 5 CHWs and dais working under her. This will be 
preferable to the Medical Officers training every level of workers 
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like the CHW and dai at the PHC or CHC, not only because 
of the unwieldy nature of such exercise but because of the cultural 
and language distance between these functionaries and also 
because knowledge of the actual problems lies in the village and 
field. 


E. Relevance of the CHC Model 


This model is based on the assumption that it may serve as 
a model for use on a country-wide scale. Hence the PHC and 
CHC infrastructure of this model does not deviate to any 
significant extent from the existing governmental set-up. The cost 
of such a CHC System serving about 100,000 population will 
be at about Rs. 80/- per capita per annum and should be acceptable 
under the enhanced rural health inputs as envisaged under the 
Panchayati Raj system, especially if it greatly reduces the load 
and expenditure on the far more expensive urban hospital and 
referral service. The present public expenditure on health is about 
Rs.100/- per capita in the urban area and Rs.27/- per capita for 
the rural area. 


_The demonstration of a more efficient cost-benefit system 
which delivers effective health care within the community itself 
will generate a demand for re-allocation of health resources to 
the community, especially if this is within the available national 
resources for health. The useful employment generated for over 
a million village women will itself be a social and political 
incentive for implementation of such a system. 


It is presumed that the community which has enjoyed the 
benefits of good health care at its doorstep will be sufficiently 
activated to ensure its continuation by : 


a) Demand for and better utilization of available public health 
services as well as of private service at all levels. 


b) Demand for increased inputs at the community level. 
Cc) Raise local resources for additional inputs by : 


i) User charges of a graded nature for services such as 
pathology, ANC and supply of drugs. These charges 
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will be much lower than incurred in the private sector 
and will ensure better service. Those who cannot afford 
to pay must also be ensured of the same service. 


ii) Insurance for health — These should be explored after 
the actual requirements have been established. 


Feasibility of the model will also depend on the following 
factors : 


1) 


2) 


3) 


4) 


Whether a far more effective health care system can be 
provided by this model at a reasonable increase in cost. 


Since it is a local community based model it will operate 
optimally where the community is organized (not only for 
health but all its other social and economic activities) and 
hence most suitable for the forthcoming Panchayati Raj. 
Panchayati Raj, without the availability of such a detailed 
community based model, would only result in the continued 
propagation of the existing top-down health model by both 
the health services as well as by the community, who do 
not know of any alternative. This would negate the 
advantages that could accrue to them if a truly community 
based model of the type envisaged could be employed. 
Since this model does not depart to any great extent from 
the existing PHC structure and is well within the existing 
expenditure of the health system as a whole (and well below 
what is being spent in the urban system) there should be 
no great financial difficulty in its widespread application. 
The most significiant change will be in the mode of operation 
and not its structure or expense. 


A major requirement will have to be change in the attitude 
and approach of both the health personnel as well as of the 
community. The promotive and preventive aspects of health 
will have to be emphasized together with demystification 
of the curative component, especially among the community. 
The major change will have to be in attitude rather than 
in medical technology. This is oound to be a much slower 
process and a part of education for Panchayati Raj as a whole. 
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5) The usage of this system will be governed to a great extent 
by the education level of the population and especially of 
the female. Also on the extent of political awareness of the 
community, as demonstrated in Kerala. 


F. The Difference between the Present and the Proposed 
System 


The best should not be the enemy of the good. The CHC 
system is nota second rate system for the poor but is a technically, 
economically and culturally sound model for providing 
appropriate health care to the vast majority of our population, 
especially those who continue to live in rural India. Although 
it utilizes almost the same infrastructure as the existing system, 
the two are entirely different in approach. Some important 
differences in the present and the new system are as follows:- 


PRESENT SYSTEM 


Top-down Service 
Bureaucratic 
No involvement of people 


Lack of accountability 
to people 


Secretive and mystified 
Service oriented 


Vertical programme oriented 


Poor accessibility & 
availability 


Staff to other expenses ratio 
85:15 


NEW SYSTEM 


Bottom-up service 
Non-bureaucratic 
People chiefly involved 


Accountable to people 


Demystified 
People oriented 


Horizontal, involving all 
programmes 


Excellent accessibility & 
availability 


Staff to other expenses 
ratio 60:40 


PRESENT SYSTEM 


Percentage of total health 
care very low 


Cost benefit ratio : low 


Emphasis on static PHC 
Unit and doctor 


Centralized 


Target-oriented 


NEW SYSTEM 


Percentage of total health 
care high 


Cost benefit ratio : high 


Emphasis on mobile units 
within the village 


Decentralized 


Problem-oriented, with 


emphasis on preventive 
and promotive aspects of 
health 


Community Organization 


This will be the single-most important aspect of this model 
as the whole concept of the Community Health Care System is 
based on the community being involved and eventually taking 
responsibility for its own health care including the health services 
meant for their welfare. One of the greatest difficulties in 
involving the community is the unfortunate image that has been 
inculcated into it since Independence. Health has _ been 
increasingly mystified and an impression created that this is 
chiefly the purview of trained health professionals and that too 
of doctors. The indigenous systems, including traditional folk 
remedies, have been down-graded and good health care has been 
equated with allopathic doctors, hospitals, patent medicines and 
injections. This is clearly demonstrated because even the poorest 
villager has now been hooked on to injections and weaned away 
from self-care. The positive aspects of health which are a part 
of our traditional practices are being lost and replaced by this 
new type of illness care, much of which is illogical, often 
dangerous and profit-oriented. An ICMR study in Jalgaon district 
demonstrated this clearly and showed how the meagre resources 
of the poorest are being diverted from food to medicines and 
that too of the wrong type. 
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Despite the lack of accountability and functional failure of 
the public sector and the exploitative nature of the private sector 
a climate has been engendered among the people for such medical 
services, together with a simultaneous attitude of abject 
dependency on such services. Mystification and fear combined 
with quick relief by misuse of potent drugs has undermined their 
inherent ability to solve their own health problems, as 
in the past. 


This is demonstrated even in a State like West Bengal where 
the Panchayats are willing to take responsibility in all sectors 
except health. On the other hand in Kerala, which does not have 
the Panchayat System, the available services of the PHC and 
Mini-centres are well-utilized and even demanded as a result of 
public education and information. The unnecessary utilization 
of drugs such as antibiotics in the private sector is also questioned 
as a result of the science education provided by the KSSP. There 
is also ample evidence from various projects that given 
information, education and encouragement the community has 
not only the capacity to overcome such inculcated dependency 
but also to demand and better utilize the available services. 


‘A major, if not the most important, aspect of this approach 
is to study in detail the cause of this dependency in health (as 
also in other fields) and to explore methods by which the 
community as a whole (not merely through its VH Ws) can accept 
responsibility for all aspects of their health, and eventually to 
take both administrative and financial responsibility. This will 
require strong sociological inputs into understanding the 
perceptions of the community about its health and health 
problems as well as of the public and private health services. 
Suitable methods .must be devised for modifying existing 
attitudes, creating a climate for self-help. 


Without a strong community involvement the model will only 
become another exercise in a modification of the existing top- 
down “delivery” system used not only by the government but 
also by many NGOs. It is hoped that such a community based 
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health care system as envisaged by the ICSSR/ICMR report 
will eventually serve as a model in the forthcoming Panchayati 
Raj, contrary to the present “dependency” creating public 
and private services. 


G. Advantages and Disadvantages of the CHC 
System 


The major advantages of the Community Health Care System 


are : 

1. Epidemiological, not clinical approach. 
2. Technically, economically and culturally sound. 
3. Comprehensive care, appropriately graded. 
4. Almost 98% ot all care within the 1 lakh population. 
5. Financial and administrative control with people, hence 

accountability built into the system. 

6. Emphasis on the social and non-medical aspects of health. 


Demystification of health which is primarily the people's 
own function. 


8. Physical and social accessibility of health services to all. 


9. Simplification and transfer of technology and its availability 
to the people at the village level. 


10. Enhanced knowledge and participation by people in the 
majority of their health functions. 


11. No targets and no transfers. 
12. Cost-effective. 


13. Major avenue for providing useful employment and 
enhancing the status of rural women. 


14. Reduces load on high cost urban hospital services, both 
in numbers as well as advanced disease resulting from late 
detection and neglect at the primary stages. 
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The major handicaps of Community Health Care System may 
be summed up as follow : 


Needs political will for effective two tier Panchayati Raj. 
Risk of mismanagement and local misuse. 

Needs extensive public information. 

Needs specific job-oriented training. 


Slower though surer process. 


Aunfwn 


Observed as a threat by the professionals and the health 
industry. 


H. Role of the State in the CHC System 


The role of the State is to see that the basic health facilities 
are available to all regardless of their ability to pay and to ensure 
that nobody goes without the basic requirements for health. There 
should be adequate resources for infrastructure and staff as well 
as appropriate training of manpower at all levels. The role of 
the State is to redistribute resources for this purpose and ensure 
that they are adequately utilized through the Panchayat System. 
Redistribution would have to be within the public sector in the 
urban and rural infrastructure but the State must also monitor 
the private sector for the quality of health care and their 
accountability to the public. A well-informed public given an 
efficient public health service will provide the most effective 
countervailing influence on the private sector. Privatization of 
the public services will mean an abrogation by the government 
of its responsibility to the people and especially the poor, who 
will be deprived of health care as they will be unable to pay 
for private services except under duress. 


I. Areas which Require Research 


The following are some of the crucial areas which should 
be studied during the initial stages of the operation of this model: 


1. People’s participation in the health system. 
2. Accessibility and accountability of the PHC to the people. 
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Social and cultural factors influencing health behaviour. 
Traditional health practices and practitioners. 


Impact of health education and information. 


Impact on health status of the community. 


3 
4 
5 
6° Usage frequency of the services, both public and private. 
7 
8. Details of the morbidity patterns. 

9 


Logistics — requirements of drugs, supplies, transport, etc. 
10. Costing. 
11. Training requirements. 


12. Recommendations for the health service on the basis of the 
model, in various aspects like medical education, drug 
policy, etc. 


J. Broader Implications of the Model 


If the model is operated nationwide, it will have far-reaching 
implications on several health related issues like health human- 
power planning, medical education, training of supportive non- 
medical personnel, selection and evaluation of technology, 
production of drugs and instruments, status of non-allopathic 
systems in the health structure and appropriate medical research. 
It will encourage widespread experimentation in designing 
alternative systems possibly in collaboration with NGOs. This 
will require more sociological, economic and technological inputs 
at higher levels of decision making, rather than leaving it entirely 
to non-medical administrators. Other sectors, particularly 
sanitation, water supply, infrastructure and education will have 
_to be simultaneously improved on similar lines. The CHC System 
is set within a decentralized framework and operationalizing the 
model ultimately implies decentralization to the extent possible 
in all areas. 


In the ultimate, the operation of the health system will be 
determined by the political will either to look after the basic 
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needs of all, as decided at Independence, or exaggerated needs 
of a few. In a democracy it is for the people to ultimately decide 
what is in their best interest. They can do this only if they are 
provided appropriate and correct information. 
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